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U.S. DEPARTMENT OF VETERANS AFFAIRS 
GRANT AND PER DIEM PROGRAM 


THURSDAY, SEPTEMBER 27, 2007 

U.S. House of Representatives, 

Subcommittee on Health, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 10:02 a.m., in 
Room 334, Cannon House Office Building, Hon. Michael Michaud 
[Chairman of the Subcommittee] presiding. 

Present: Representatives Michaud, Snyder, Salazar, and Miller. 

OPENING STATEMENT OF CHAIRMAN MICHAUD 

Mr. Michaud. The Subcommittee on Health will come to order. 

I would like to thank everyone for coming today. Today we will 
examine the U.S. Department of Veterans Affairs (VA) Grant and 
Per Diem (GPD) Program for homeless veterans. 

On any given night, there are approximately 200,000 homeless 
veterans on the streets in America. The majority of these veterans 
served in Vietnam. Ninety-six percent are male and about 45 per- 
cent suffer from mental illness. 

VA has many programs to help homeless veterans including the 
Grant and Per Diem Program. VA needs to continually evaluate 
these programs to ensure that veterans are getting the services 
that they need and that provider organizations can effectively pro- 
vide these services as well. 

For example, while the vast majority of homeless veterans are 
male, female veterans are the fastest-growing segment in this pop- 
ulation. Women homeless veterans face similar challenges to their 
male counterparts, but they are very likely to have experienced se- 
rious trauma including abuse or rape and a significant number also 
have children to support. VA programs must be flexible to meet 
this new challenge. 

I believe that the VA should make sure that they give commu- 
nity-based organizations the tools they need to provide comprehen- 
sive service to our homeless veterans. The way in which the Grant 
and Per Diem Program is currently structured sometimes make 
this difficult, particularly for providers in high-cost areas. 

It is my belief that the goal of the VA homeless program should 
be not only to provide veterans with a bed for the night and a 
meal, but to provide them with the resources they need to attain 
permanent housing and a steady job and a renewed sense of self- 
worth. 


( 1 ) 
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Today I hope that we will learn what VA is doing to provide serv- 
ice to homeless veterans to help them break out of this cycle. We 
will hear from the Grant and Per Diem Program on what is work- 
ing and the ways that it can be changed. This is a problem that 
we can solve by working together. One homeless veteran is too 
many. 

[The prepared statement of Chairman Michaud appears on 
p. 30.] 

Mr. Michaud. I would now like to recognize a colleague of mine 
who cares deeply about our veterans, Ranking Member Miller, for 
any opening statement he might have. 

OPENING STATEMENT OF HON. JEFF MILLER 

Mr. Miller. Thank you very much, Mr. Chairman. 

This year marks the 20th anniversary of VA providing special- 
ized services for homeless veterans. VA’s homeless program began 
in 1987 with Public Law 100-6, which provided VA with $5 million 
to support care for veterans in community-based and domiciliary 
facilities. 

Since that time, VA’s homeless programs have expanded and 
grown significantly. VA currently budgets almost $2 billion to treat 
and assist homeless veterans, and administers over 9 specialized 
programs that integrate housing and mental health and substance 
abuse counseling. 

Although it remains difficult to obtain an accurate count of the 
number of homeless veterans, and I think most of us agree that 
200,000 is a close number. There are indications that we are mak- 
ing good progress in helping reintegrate homeless veterans into 
stable community environments and lead productive and sober 
lives. 

Still, there are far too many veterans out on the street. I concur 
with you, Mr. Chairman, that one homeless veteran on any given 
night is too much. On any given night in my home State of Florida, 
there are 17,000 homeless veterans are on the streets. 

I think that with the increasing number of returning veterans 
from the conflicts in Iraq and Afghanistan, the development of in- 
novative services to help veterans at-risk for homelessness is ex- 
tremely important. 

Today, we meet to review VA’s Homeless Providers Grant and 
Per Diem (GPD) Program. This program is considered to be a very 
successful collaboration between VA, nonprofit, and faith-based or- 
ganizations. Our Committee has always worked in a bipartisan 
manner to strengthen healthcare, housing, employment training, 
and other services to assist at-risk veterans. Mr. Chairman, I look 
forward to working with you to continue that relationship. 

I would like to welcome all of the witnesses that are here with 
us today, especially Kathryn Spearman who is with Volunteers of 
America Florida, for participating in our hearing this morning. I 
am grateful for her dedication and many years of service and work 
to provide services that assist homeless veterans in our home State 
of Florida. 

Mr. Chairman, I yield back the balance of my time. 

[The prepared statement of Congressman Miller appears on 
p. 30.] 



3 


Mr. Michaud. I thank the gentleman. 

Our first panel today is Cheryl Beversdorf who is President and 
Chief Executive Officer (CEO) of the National Coalition for Home- 
less Veterans (NCHV). 

Welcome, Cheryl. 

And Kathryn Spearman who is President and CEO of Volunteers 
of America from Tampa, Florida. 

I also want to welcome you, Kathryn. 

And Daniel Bertoni who is Director of Education, Workforce and 
Income Security Issues from the U.S. Government Accountability 
Office (GAO). 

I would like to welcome our panelists today and we will start off 
with Cheryl and just work down. 

So I turn the floor over to you. 

STATEMENTS OF CHERYL BEVERSDORF, RN, MHS, MA, PRESI- 
DENT AND CHIEF EXECUTIVE OFFICER, NATIONAL COALI- 
TION FOR HOMELESS VETERANS; KATHRYN E. SPEARMAN, 

PRESIDENT AND CHIEF EXECUTIVE OFFICER, VOLUNTEERS 

OF AMERICA OF FLORIDA; AND DANIEL BERTONI, DIREC- 
TOR, EDUCATION, WORKFORCE AND INCOME SECURITY 

ISSUES, U.S. GOVERNMENT ACCOUNTABILITY OFFICE 

STATEMENT OF CHERYL BEVERSDORF 

Ms. Beversdorf. The National Coalition for Homeless Veterans 
appreciates the opportunity to submit testimony to the Health Sub- 
committee of the House Veterans’ Affairs Committee regarding the 
VA Grant and Per Diem Program. 

NCHVs membership represents nearly 280 community-based or- 
ganizations in 48 States and the District of Columbia. As a net- 
work, NCHV members provide the full continuum of care to home- 
less veterans and their families including emergency shelter, food 
and clothing, healthcare, addiction and mental health services, em- 
ployment support, educational assistance, legal aid and transitional 
housing and other kinds of services. 

NCHV members serve approximately 150,000 veterans annually. 
Regarding homelessness among veterans, the VA reports homeless 
veterans are mostly males, although 3 percent are females, and the 
vast majority are single, although service providers are reporting 
an increased number of veterans with children seeking their assist- 
ance. 

About half of all homeless veterans have a mental illness and 
more than two-thirds suffer from alcohol or other substance abuse 
problems. Nearly 40 percent have both psychiatric and substance 
abuse disorders. 

In addition, the majority of women in homeless veteran programs 
have serious trauma histories, some life threatening, and many of 
these women have been raped and reported physical harassment 
while in the military. 

Veterans are at high risk of homelessness due to 3 factors: Ex- 
tremely low or no livable income; extreme shortage of affordable 
housing; and limited access to healthcare. These factors combined 
with circumstances experienced during their military service put 
them at even greater risk of homelessness. 
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Findings from a 2006 NCHV survey suggest the homeless vet- 
eran population in America is experiencing significant changes. 
Homeless veterans receiving services today are aging and many 
need permanent supportive housing. With more women in the mili- 
tary, the percentage of women veterans seeking services is increas- 
ing. 

In general, a growing number of combat veterans returning home 
from Iraq and Afghanistan, both men and women, are suffering 
from war-related conditions including post traumatic stress dis- 
order (PTSD) and traumatic brain injury (TBI), which may put 
them at risk for homelessness. 

The homeless providers Grant and Per Diem Program supports 
development of transitional community-based housing and delivery 
of supportive services for homeless veterans through competitive 
grants to community-based, faith-based, and public organizations. 

To underline the importance of the Grant and Per Diem Pro- 
gram, in September 2006, the GAO released a study that found 
while VA has attempted to improve its services and increase the 
capacity of the Grant and Per Diem Program, an additional 9,600 
transitional housing beds are still needed to meet current demand. 

Regarding Grant and Per Diem appropriations, NCHV is pleased 
both the House and Senate have passed bills increasing the fiscal 
year 2008 appropriations to the fully authorized level of $130 mil- 
lion. If approved, funding at this level will increase beds available 
to serve more men and women veterans at risk of homelessness. 

In addition to the need for more beds and increased program 
funding, NCHV believes the mechanism for paying providers under 
the Grant and Per Diem Program must be modified. 

Regarding payment, many Grant and Per Diem providers report 
even the maximum rate of up to $31.30 provides far less than the 
actual daily cost of care to a veteran in the Grant and Per Diem 
Program. 

Providers often experience lengthy, ongoing communication with 
the VA and questions regarding expenses incurred and account- 
ability resulting in a delay in timely reimbursement and ulti- 
mately, interruption of services to their clients. 

The accounting burden is particularly onerous for smaller faith- 
based and community-based organizations that may lack the nec- 
essary resources to easily resolve these issues. 

At the time the law creating the Grant and Per Diem Program 
was written. Congress had limited knowledge as to how services to 
veterans outside VA facilities should be reimbursed. As a result, 
the rate authorized for State homes for domiciliary care was used 
as the standard for paying homeless veterans’ service providers. 

Over time, evidence has shown clients in the two settings have 
very different needs. Accordingly, a modified payment system that 
reflects the special needs of homeless veterans and the comprehen- 
sive services they receive must be applied. 

Whereas residents receiving domiciliary care in State homes are 
more likely to remain permanently in VA facilities, the goal of com- 
munity-based veteran service providers is to promote independent 
living for their clients and reintegration back into civilian life. 
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To address these issues, NCHV urges Congress to introduce leg- 
islation that would allow payments for services to be related to 
costs rather than a capped rate. 

In addition to creating a more user-friendly system, this ap- 
proach may increase service provider participation in high-cost 
service areas. 

A reasonable practice of outcome and performance measurement 
of Grant and Per Diem providers should be included under this 
system. 

The requirements for grant recipients should also allow service 
providers to use other available sources of income besides the 
Grant and Per Diem Program including payments or grants from 
other Federal departments and agencies in addition to those of 
State or local governments. 

While the current law was intended to ensure VA per diem pay- 
ments do not replace payments or contributions from other income 
sources, it has instead created the unintended consequences of pe- 
nalizing Grant and Per Diem providers successful in securing other 
sources of income for services to homeless veterans by reducing 
their per diem payment rate. 

Congress should devise a payment provision that encourages 
Grant and Per Diem providers to seek funding from the non-VA 
sources in a manner that does not penalize them if they are suc- 
cessful. 

All payment modifications should also allow VA funds to be used 
as a match or leverage for other Federal funds and allow other 
Federal funds to be used without offset by VA. 

When Grant and Per Diem providers are able to receive the max- 
imum rate in addition to other income sources, they can expand the 
scope and quantity of services to homeless veterans and increase 
the likelihood of their successful reintegration into the community. 

Additional income will help providers develop and support addi- 
tional housing units, provide veterans a more robust service pack- 
age, and serve homeless veterans not qualified for Grant and Per 
Diem support. 

In conclusion, I want to thank you for inviting NCHV to present 
our views about the Grant and Per Diem Program. We urge Con- 
gress to introduce and pass legislation that will address the con- 
cerns that we have presented today. 

I will be happy to answer your questions. 

[The prepared statement of Ms. Beversdorf appears on p. 31.] 

Mr. Michaud. Ms. Spearman. 

STATEMENT OF KATHRYN E. SPEARMAN 

Ms. Spearman. Chairman Michaud, Ranking Member Miller, 
and Members of the Subcommittee, thank you for the invitation to 
testify today and for all you do to assist our Nation’s veterans. 

I work for Volunteers of America of Florida, as stated earlier, 
which is a statewide faith-based social service organization in Flor- 
ida for the past 87 years. And we are an affiliate of the larger Vol- 
unteers of America, a national organization around for 111 years 
and with affiliates in 44 States. 

Volunteers of America of Florida offers housing and services and 
we serve multiple and different types of populations including the 
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homeless. Our service continuum includes housing, healthcare, 
training, education, employment, and services that all enhance self- 
sufficiency. 

We currently operate in 13 Florida cities and we are in develop- 
ment in 3 more cities. And we do some consultation with some 
grass-roots groups that have a rural focus. 

For my Florida Members, I would like to say. Representative 
Miller, we are developing Pensacola and we have some new things 
that are going to he going on there. So we are happy with that. 

And I guess Representatives Brown and Stearns are not present 
right now, hut we have some things in their area as well. 

Florida attracts many homeless veterans and we have heen fo- 
cused on addressing the needs of these individuals for the past 10 
years. We partner with the VA Grant and Per Diem Program in 
serving this population. 

And as far as transitional housing and support services cur- 
rently, we have a 216-hed capacity with 81 in development. And 
most of those are from the Grant and Per Diem. Also included are 
45 U.S. Department of Housing and Urban Development (HUD) 
Supportive Housing Program transitional beds for veterans as well. 

Our first Grant and Per Diem was a 40-foot state-of-the-art vehi- 
cle that is a fully-contained medical, dental, and health-service fa- 
cility that does mobile outreach all over the State of Florida. And 
that is still in operation. 

I would also like to say that all of our beds are filled with vet- 
erans. And I know we have the 25-percent rule, but we never had 
any, you know, reason to use that because the need is so great. 

As far as the Grant and Per Diem Program, I would like to say 
some positive things that I really do appreciate as a provider. 

First of all, the dedication of Roger Casey and his staff to try to 
keep making this program what it needs to be, the continual fund- 
ing that we have been receiving recently to add more beds, the 
grant segment, which provides tremendous leverage and incentive, 
the opportunity for the VA and the community to work together to 
help homeless veterans, the per diem that strengthens the oper- 
ations and program, the potential for the service center, and also 
I very much see this as a gateway for veterans to become more a 
part of the community. 

Our 10 years of experience have led us to an increasing aware- 
ness of the issues facing the Grant and Per Diem Program and the 
providers. And I want to spend the rest of my testimony men- 
tioning some information I would like to share but also a few sug- 
gestions. 

In relation to partnership, the overall partnership between the 
VA and the community needs strengthening. Local providers ad- 
dress the needs of veterans every day and complement the VA’s 
services. We are good at what we do and we need the VA and the 
VA needs the community providers. And the veteran needs us to 
work more closely together. 

A partnership approach, I feel strongly does work, and with a 
good partnership comes shared risk because we both own the prob- 
lem and work together to solve those problems. 

A suggestion I would have today is a work group to advise and 
the task would be for a Grant and Per Diem payment mechanism 
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that is provider friendly and also offers the accountability that the 
VA needs. And the representation on that group would be all the 
members of the partnership. 

Next — what it takes in helping homeless veterans. I think there 
are eleven essential services and I have listed those in my written 
testimony, things that I think are essential to bringing a veteran 
back to being a part of the community. 

I doubt most people know how disengaged and disabled many of 
the homeless veterans are when they come to our programs and 
drug and alcohol addiction is very serious and disruptive to re- 
building a life acceptable in our society. 

Next I want to talk about cost. The services, the eleven essential 
services go all the way from outreach to treatment and then inte- 
gration back into the community. But the cost, I just want to say 
that the service cost and the payment do not match up, the $32.00 
a day. And I have put some breakdowns in my written testimony 
to show actually what things do cost as an example. 

And then the service center payment mechanism does not relate, 
just does not relate. We need to change that. 

And then the construction, rehab and acquisition require 30 per- 
cent cash and we need more flexibility with that. There are many 
creative ways to combine development funding or put together the 
assets of providers, the VA grant and some financing. 

I have proposed some options for payment possibilities in my 
written testimony based on experience. 

I think the flexibility we need now in this program should also 
be with an eye to the future when we will be focused on a new era 
of veterans with a whole new set of circumstances and needs. 

Veterans now returning from Operation Iraqi Freedom (OIF) or 
Operation Enduring Freedom (OEF) should benefit from the les- 
sons we have learned in developing support and interventions. 

As we work together and address program improvements, we will 
be better prepared to continue to meet the needs of current home- 
less veterans and wisely anticipate the needs of our returning 
troops. 

Thank you for the opportunity to share my views today. 

[The prepared statement of Ms. Spearman appears on p. 34.] 

Mr. Michaud. Thank you very much. 

Mr. Bertoni. 


STATEMENT OF DANIEL BERTONI 

Mr. Bertoni. Good morning, Mr. Chairman, Members of the 
Subcommittee. Thank you for inviting me here today to discuss 
VA’s homeless providers’ Grant and Per Diem Program. 

Last year, VA ordered $95 million in GPD grants to over 300 
local agencies who provide transitional housing for veterans. The 
program is not designed to serve all homeless veterans but targets 
those most in need such as veterans with mental illness and sub- 
stance abuse problems. 

The program’s goals are to help veterans achieve residential sta- 
bility, increase income or skills, and greater self-determination. 

My testimony today draws on our prior work and focuses on 3 
areas. We have updated some of the data to bring it up to real-time 
time frames. 
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Focusing on VA’s efforts to expand program capacity to meet de- 
mand, provide collaboration and challenges to serve homeless vet- 
erans, and VA’s processes for gauging program effectiveness. 

In summary, VA estimates that on any given night, about 
196,000 veterans are homeless and in need of transitional beds. 
Since fiscal year 2000, the agency has increased the number of 
beds from about 2,000 to over 8,000 and increased the number of 
annual admissions from 4,800 to over 15,000. 

Although the number of transitional beds available nationwide 
from all sources increased to more than 40,000 in 2006, VA esti- 
mates that about 11,000 more beds are needed to meet demands. 

At the time of our review, the agency planned to expand the pro- 
gram by about 2,000 beds and to make beds available in every 
State. However, an important demographic shift may require VA to 
reassess the type of housing and services provided in the future. 

Officials told us that they expect to see more homeless women 
veterans and more veterans with dependents in coming years, a 
trend that is directly related to the current makeup of our active 
and Reserve forces. 

The providers we visited often collaborated with public and non- 
profit agencies in helping veterans recover from substance abuse or 
mental illness and obtain permanent housing, employment, finan- 
cial stability, and services to facilitate independent living. 

However, some providers face challenges serving veterans such 
as finding affordable permanent housing for those ready to leave 
the program as well as transportation, legal assistance, dental 
care, and substance abuse treatment. 

Perhaps most importantly, however, we found that some pro- 
viders did not fully understand certain program eligibility require- 
ments and stay rules which could affect the veteran’s ability to get 
care. And VA was not consistently holding them accountable to pro- 
gram performance goals. 

For example, some providers incorrectly believe that veterans 
could not participate in the program unless they were eligible for 
VA healthcare. Others understood the life-time limit rule of 3 stays 
but were unaware that waivers could, in fact, be granted. 

Per our recommendation, VA has taken steps to improve commu- 
nication and ensure its policies are understood by VA liaisons and 
providers responsible for implementing the program. 

To assess program performance, VA primarily relies on measures 
of veterans’ status at the time they leave the program rather than 
obtaining such information months or years later. In part, this has 
been due to concerns about cost, benefits, and feasibility of doing 
more extensive follow-up. 

Generally VA’s data show that since 2000, an increasing percent- 
age of veterans met each of the program’s 3 goals at the time they 
left the program. 

During 2006, over half of veteran participants obtained inde- 
pendent housing. Another quarter were in transitional housing pro- 
grams, halfway houses, hospitals, and nursing homes. Nearly one- 
third had jobs and significant percentages also demonstrated 
progress with alcohol and other substance abuse problems. 

To obtain a more complete understanding of the program’s effec- 
tiveness, we have recommended that VA explore feasible and cost- 
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effective ways to obtain information on how veterans are faring in 
the longer term. 

VA is considering an approach that would allow it to obtain in- 
formation of participants’ status 30 days after leaving the program. 
While this is a step in the right direction, we continue to believe 
that obtaining additional information at a later point would provide 
a better indication of long-term program success. 

Mr. Chairman, this concludes my statement. I am happy to an- 
swer any questions that you or other Members of the Sub- 
committee may have. Thank you. 

[The prepared statement of Mr. Bertoni appears on p. 37.] 

Mr. Michaud. I would like to thank all 3 panelists for your testi- 
mony this morning. 

My first question is for Ms. Spearman. As a Grant and Per Diem 
Program provider, can you speak to how the reimbursement proc- 
ess and the restrictions have affected your ability to provide serv- 
ices? And I know you mentioned about setting up a work group, 
but do you have any specific recommendations yourself on how to 
make the reimbursement process less burdensome? 

Ms. Spearman. Well, I would say that I do not have all the an- 
swers for that. I think that there are various things on the table 
right now that people are looking for. But I do think that 
uncapping and looking at directly what the real costs are and de- 
veloping a mechanism for that. 

We have a lot of paperwork and a lot of monitoring that goes on 
and I feel like that it is excessive for the amount of money that it 
takes to do the program. 

And I have mentioned also that the $31.30, I think that it is 
today, is just about what it would cost to just do the housing man- 
agement or one overlay of service. 

So even though the paperwork has been cumbersome, more im- 
portant are the delays in getting stuff processed, I think men- 
tioning the contract liaisons, I think that their training is hopefully 
going to improve that. 

But another recommendation in my written comment was that 
we would actually have them as part of the Grant and Per Diem 
Program because I do not think the goals of the VA medical centers 
are the same so that when they are processing, I think that our 
concern is that the VA takes the risk with us about putting people 
in beds at night, if that is what they need, that we are able to proc- 
ess that quickly and that we share some risk that that vet may not 
be exactly the right person for our program or we may be able to 
refer them on or to bring in some additional services. 

We have just made the policy to go ahead and take the person 
into the bed and take all the risk. VA has not been able to step 
forward and say we will pay, you know, due back payments on that 
particular veteran. So we do have that issue of the paperwork 
interfering there. We could go on on lots of individual things, 
but 

Mr. Michaud. Thank you. 

Do you want to answer as well, Ms. Beversdorf? Are there any 
specific recommendations how the reimbursement process can be 
less burdensome? 
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Ms. Beversdorf. I believe Kathy’s testimony contains rec- 
ommendations worth considering. There needs to be more dialogue. 
Most of the time, our members are frustrated because there is not 
good communication between the VA liaisons at the VA medical 
center and service providers. 

Sometimes the easy way out is for service providers to not par- 
ticipate in the program or providers choose not to stay in the pro- 
gram. That very much concerns us. Given the need for additional 
beds, there is a need to modify the process so more providers are 
willing to participate. 

Mr. Michaud. Mr. Bertoni, you are the Director of Education, 
Workforce, and Income Security Issues. Are there ways that we 
could streamline the reimbursement process? Also, when you look 
at what is happening, particularly with more veterans coming back 
from Iraq and Afghanistan, with the Department of Labor cutting 
career centers, that is what they are called in Maine, how can we 
improve helping homeless veterans in finding job opportunities? 

Mr. Bertoni. I am sorry. What was the first part of your ques- 
tion? 

Mr. Michaud. As far as the reimbursement being burdensome 
and ways to streamline the process. 

Mr. Bertoni. All right. The reimbursement aspects and the pay- 
ment scheme was not part of our review. But in general, I would 
say personally we would like to see some empirical evidence as to 
what the effect is, what impact it would be having on providers, 
whether they are opting out of the program. That would be helpful 
to determine, you know, factual base that there is a problem in- 
deed. 

As far as going to sort of an up front payment versus reimburse- 
ment after the fact, I can understand where that would have a 
positive view amongst certainly the providers, why they would 
want that in terms of their planning and their ability basically to 
plan and figure out who they can serve going forward. 

It does take some level of control away from the VA in terms of 
from an internal control standpoint. So, again, GAO would have to 
do some type of analysis to assess the soft points, the sticking 
points, how substantive they really were before we could come 
down. And, you know, what changes would be needed, I could not 
answer at this point. 

As far as job opportunities, I think it is very important. We have 
OIF and OFF servicemembers coming back. Certainly in the Army, 
infantry members, many have very low levels of education, in need 
of job training. There are programs out there. I am not sure to the 
extent they are coordinated. 

We are doing some analysis right now in terms of eligibility for 
those programs, who is eligible, who is not being deemed eligible, 
the programs that are the comprehensive menu of services that are 
out there, as well as participation in outcome rates. 

And the bottom like, I think, from the Dole-Shalala Commission, 
we are trying to follow-up behind them and do some of our own 
analysis of that, there is no good data out there as to outcomes and 
long-term outcomes. So I think we need to do some work there. 

And certainly the changing nature of the injuries coming back 
now, the traumatic brain injuries, PTSD, really a lot of value in up- 
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front screening, finding out what exactly these people need medi- 
cally and then to get them set up for vocational rehabilitation 
training. 

Mr. Michaud. Great. Thank you. 

Mr. Miller. 

Mr. Miller. Mr. Bertoni, are you pretty satisfied with, or do you 
think the number of 200,000 is a relatively realistic number? 

Mr. Bertoni. That is a tough one. I think we looked at what VA 
did, their point-in-time analysis. And given the unstable nature of 
the homeless population, we had no reason to question the reli- 
ability of that information. 

Mr. Miller. Is there another, more reliable method or rec- 
ommendation that you could give VA to help them get that num- 
ber? 

Mr. Bertoni. We did not get behind the methodology or question 
the number, but we did walk through what they did to come to 
that number. I think we are satisfied that they used a reliable ap- 
proach in terms of point-in-time analysis and going down to the 
local level to try to get those counts. 

They did consult other groups that would have information like 
HUD. So I think while it is probably not a perfect figure, it is a 
reasonable figure. 

Mr. Miller. The VA Office of Inspector General (IG) rec- 
ommended that the operational oversight authority and responsi- 
bility for the GPD Program be centralized at a national GPD Pro- 
gram office. Do you think this is a positive recommendation or do 
you have a view on it? 

Mr. Bertoni. I do not have a specific view on that. I would just 
say in terms of oversight and accountability, whoever does it, there 
needs to be a sound program put in place with specific guidelines 
and criteria as to what guidelines have to be followed. 

I do not think that is the case right now or it was not the case 
a year ago. So in terms of whether it is centralized or it is decen- 
tralized, I think there still needs to be an accountability program 
and oversight aspect to this program that I do not think has al- 
ways been there. 

Mr. Miller. Ms. Beversdorf, you talked about reasonable meas- 
ures of outcome and I had written down prior to that how do we 
grade success. Can you describe what you would call a reasonable 
measure of outcome? 

Ms. Beversdorf. Our members report there is an evaluation 
system already. And I would defer to Ms. Spearman for more de- 
tails on that. 

But there certainly needs to be an evaluation of the outcomes. If 
a community-based organization submits a grant proposal with cer- 
tain expected outcomes with respect to how many veterans they are 
hoping to treat, how many they are going to employ, how many 
they are going to provide services to, then those outcomes should 
be evaluated. 

Obviously if our community-based organizations receive grant 
funding from the VA, they need to be responsible with respect to 
following through and performing the services they have indicated 
they would do. It is necessary to measure to see if they have accom- 
plished the purposes they said they would do. 
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I will give you a comparison. The National Coalition for Home- 
less Veterans was recently awarded a grant from the VA to provide 
technical assistance to community-based organizations. We are re- 
quired to provide quarterly reports indicating what services that 
we have provided to our members in the way of communications, 
training programs, educational programs, and publications. 

Receipt of per diem payment is not a blank check. It requires re- 
sponsiveness. Community-based organizations must show the fund- 
ing they receive is spent in a way that will ultimately benefit the 
client. 

Mr. Miller. This is for both of you, Ms. Spearman and Ms. 
Beversdorf, would not the ultimate success be that the veteran is 
no longer homeless? That he or she is placed, and is off the addic- 
tion, the alcohol or whatever drug addiction that they may be suf- 
fering from? I know you have to check boxes, but would that not 
be the ultimate measure? 

Ms. Spearman. Definitely, yes. I mean, integration back in, 
working, those are things that I — I think we have all grown in this 
Grant and Per Diem Program since we have been a part of it for 
10 years and the staff have as well. I think it may be time that 
we really could be more articulate about the goals that we are real- 
ly looking to attain here because, as I said, it is very unrealistic 
when you think about what the steps are to take a person from, 
you know, the Ocala national Forest all the way to, you know, hav- 
ing a job, being retrained, being back into the community, and feel- 
ing good about that and, you know, no longer 

Mr. Miller. Is that one of the things that you track? 

Ms. Spearman. We do all those things, but we do not do it with 
Grant and Per Diem money alone. And so our goal, in fact, in the 
testimony that I have written, we have shown that we have been 
a part of a pilot project, two pilot projects in Florida doing out- 
comes only. We only get paid if we deliver and it is a marvelous 
way to do business. It takes some time. It really takes sitting at 
the table, deciding what it is you want and how you are going to 
do those measures. 

But we get paid one-twelfth of our grant as long as 80 percent 
of all of our — if every single individual, 80 percent of the individ- 
uals move forward toward independence. So it is a marvelous way 
to do business, but it is difficult. But it is definitely an option. 

Mr. Miller. Thank you for putting Pensacola in the mix. We are 
glad to hear that there are some things planned. 

Again, between the two of you, is there more of a need for home- 
less veterans services in rural areas or urban areas because most 
of the focus appears to be on urban areas? I was interested that 
you picked Trenton of all places. 

Ms. Spearman. Yeah. 

Mr. Miller. Trenton is an extremely rural community. I was a 
Deputy Sheriff there when they only had one light in the county. 

Ms. Spearman. It still only has one light. 

Mr. Miller. Right there in downtown Trenton, the whole county 
had one red light. I know it is great everywhere, but where is the 
need the greatest? 

Ms. Spearman. Well, I will answer that first. Okay. I think there 
is a lot of need in the urban areas and they do congregate, a lot 
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do. But one of the reasons that we did the mobile service center, 
and that came from working with the VA staff in Veterans Inte- 
grated Services Network 8, is that everybody got together and sat 
at the table and talked about how were we going to outreach to the 
barrier islands around the Keys and into the national forest and 
how were we really going to go back in there. And that is how the 
mobile service center came about and then, you know, we devel- 
oped the housing after that. But I do not know. 

Ms. Beversdorf. I would echo. Sometimes, frankly, that is the 
frustration. The National Coalition for Homeless Veterans rep- 
resents community-based organizations in 48 States. However, if 
you take a look at our annual report or a map of the United States, 
which indicates where these community-based organizations are, of 
course, there are fewer in Wyoming and North Dakota and some 
southern States as opposed to Florida or New York or California 
or Texas or Ohio. 

And it is a dilemma. One of the things I am most proud of with 
respect to the direct services NCHV provides is we have a 1-800 
toll free number. And we get as many as 300 calls a month, many 
of them from veterans who are either homeless already or at risk. 

Someone will call and say, “Hi, I am so and so and I am home- 
less.” He will also say, “Where can I go?” I immediately log onto 
our Web site and ask, “Where are you calling from?” “Well, Shreve- 
port, Louisiana.” 

Because we have a list of all the community-based organizations, 
I really want to try and connect these individuals with community- 
based organizations that are located there. I may be lucky. I may 
be not. 

So then I may have to become more creative. Well, let’s see. How 
about faith-based organizations? I go through that list. How about 
perhaps veteran service organizations that might be able to help 
you? Have you contacted the Red Cross? How about other religious 
organizations? You are absolutely right, Mr. Miller. If there is not 
any community-based organization there, a place where they can 
go, they remain homeless and that’s a problem. They are coming 
to these community-based organizations if they know where they 
are located. This is one of the reasons why NCHV has been trying 
to reach out to non-VA supported community-based organizations 
as well because there are places where VA funding has not been 
provided or, in some cases, these organizations do not know about 
Grant and Per Diem. Major issue. 

Ms. Spearman. And let me just say one more thing in terms of 
I think they are harder to reach in the rural areas. But I think the 
Vietnam era, that is where they have gone to to live. Those who 
have not, you know, stayed in the city. There is a good number. 

So we have found many, many back in the forests. And you do 
not go back in there uninvited. And so you build rapport and it 
takes a very long time. But there are thousands back in the forests 
in Florida that we have identified and actually had an opportunity 
to interact with. 

So they are harder to serve. They are harder to find. They are 
harder to bring into the system. They have been off the streets, in 
the woods. And so it is a mix, but I think the numbers are in the 
urban areas. 
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Mr. Miller. Thank you. 

Mr. Michaud. Thank you. 

Mr. Salazar. 

Mr. Salazar. Thank you, Mr. Chairman. 

And, first of all, let me thank all 3 of you for the services that 
you provide for veterans. 

Ms. Spearman, you talked a little hit about taking veterans in 
at risk, not really knowing whether you are going to get reim- 
bursed or not. And, of course, veterans would be eligible for not 
only veterans’ programs but probably eligible for Medicare, Med- 
icaid, and other programs. 

Do you think that maybe centralizing the system like, I think 
that is what you were getting to, Mr. Miller, maybe doing a pilot 
program to figure out if we would have a clearinghouse to see what 
programs each veteran was eligible for? Do you think that would 
help or is there already such a program? 

Ms. Spearman. I do not think there is anything specific like you 
mentioned. And I do not know that would be the answer. I just do 
not have an opinion on the centralization. I am sorry. 

Mr. Salazar. Well, when I get questions in my office from many 
veterans, well, you know, I think I am eligible for this, I do not 
know whether I am, can you help me. 

Ms. Spearman. We have staff that do that. We have staff that 
have been trained by the VA, the VA benefits administrators. And 
I think that is one thing about the VA working more closely with 
the community is that a lot of community providers have no idea 
what a veteran is entitled to through the VA. And then those who 
have veterans in their programs who are not a part of the the Vet- 
erans Benefits Administration system, just have chosen not to, it 
just works both ways. 

There is a lot of lack of communication about what a veteran is 
entitled to. And we spend a lot of time as Volunteers of America 
of Florida in the State, you know, trying to go to meetings and say- 
ing, you know, there are a lot of things that you are providing that 
veterans are eligible for. So I think a close working relationship on 
that, whether a screening or a centralized system. 

I think the key is that we need to be able to respond a lot faster 
than we are responding. And I think that the community providers 
feel that most strongly and I think the VA typically just, you know, 
they do not see it as very positive, so it does not happen that way. 
So we are just much more proactive on an individual person by 
person because we are sitting there eye to eye and we are the pro- 
vider. 

We are the 24/7, you know, care service for that person or we are 
there in the community and available 24/7 and we have access to 
other linkages, so we spend more time believing in that system and 
how that 

Mr. Salazar. So the burden basically becomes yours to figure out 
what programs this individual is 

Ms. Spearman. Yes. 

Mr. Salazar [continuing]. Eligible for? 

Ms. Spearman. Yes. 
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Mr. Salazar. Mr. Bertoni, could you respond to that? Do you 
think that would help maybe expedite the process and be able to 
reach more veterans than what we are reaching right now? 

Mr. Bertoni. If you had a single entity that essentially coun- 
seled folks on the menu and range of services that were available 
to them, the alternatives 

Mr. Salazar. Right. 

Mr. Bertoni [continuing]. Is that the question? I suppose it 
would work. I do not know if it is necessary. Again, we have not 
done enough thinking about it to give you a definitive answer. 

I do know at all 57 VA regional offices, there are veteran service 
organizations, VSOs, that are supposed to be doing just that, to sit 
down with veterans who are walking in. And I am sure they have 
a great handle on the range of services. 

And I would hope that the veterans that are involved in the GPD 
Program are interfacing. And I think they would because there is 
a healthcare aspect there in terms of veterans’ healthcare. 

So if right now without a total restructuring, I think a good 
source would be for referral or a more aggressive role for the VSOs. 

Mr. Salazar. But do not VSOs just work specifically with VA 
programs? But there are other Government programs such as 
Medicare, Medicaid, that, you know, your veterans are 
transitioning to and become eligible for that maybe some kind of 
a pilot program, Mr. Chairman, could be set up to where we could 
expedite this process. And I think it would make it much simpler 
and the risk would not fall upon the service providers. 

Mr. Bertoni. One observation. I do believe the Social Security 
Administration and VA are beginning a similar effort to try to co- 
ordinate in terms of Social Security benefits versus VA benefits. I 
think it is very early on now. I do not know how far along it is. 
We are actually thinking about looking at that. 

Mr. Salazar. That is all I have, Mr. Chairman. Thank you. 

Thank you. 

Mr. Michaud. Thank you very much. 

Dr. Snyder. 

Mr. Snyder. Thank you, Mr. Chairman. 

This challenge reminds me of the challenge that we were facing 
several years ago with regard to TRICARE payments to medical 
providers and probably some of my provider friends are probably 
telling me that they are still facing, but I think it is substantially 
improved, which was one of my doctor friends back home that man- 
aged a very large practice said that the problem with TRICARE 
payments is that they were low, they were slow, it is complicated. 

And you could handle one of those as a provider. You cannot 
handle all 3 of them together, where if the payment is low, it is 
slow getting to you and the paperwork burden is complicated to fi- 
nally get the low payment to you in a slow manner. Help me, if 
you would, because this is an area that I do not know a lot about. 

It seems to me that there are like 5 options out there. One is to 
do nothing and just going with the current reimbursement rate 
which I do not think anyone would be satisfied with that. 

The second one would be to increase the per diem rate, but basi- 
cally keep the system like it is. 
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The third one would be to go to a cost of service option probably 
with some kind of geographical variation that people would have 
to say here is what our actual costs were to get reimbursed. 

A fourth would be to have some kind of grant program that 
would pay for, I assume, some kind of annual grant to provider 
services that may or may not allow for some beds being empty. 

And the fifth one is some kind of program of permanent housing, 
supporting homeless veterans in permanent housing. 

Are those the basic 5 options we are looking at? 

Ms. Spearman. I will respond to that. I think that is definitely 
in the mix. I think there are some others that could be considered. 

Mr. Snyder. What are those? 

Ms. Spearman. One would be doing a housing per diem base; 
what it really does cost to do housing management and place peo- 
ple in housing and house them. And then maybe some service over- 
lays. I know geographical consideration is important, but also the 
level of service. 

There are providers that are excellent providers that can only do 
a minimal amount of services, whereas Volunteers of America of 
Florida may be able to do, you know, clinical treatment, substance 
abuse treatment, a lot of other things that VA is not able to, you 
know, keep up with. And we could do a lot more levels of service. 

So obviously with services come dollars. So there could be levels 
of service of per diem on top of that. And they are, you know, an 
outcome base where you would have like maybe a grant based on 
cost and then you would do it with performance. 

So there are some others. There are some others that are used 
by HUD that are used by other programs that some of us are famil- 
iar with. But you hit on some. I hope we will not pick the one to 
do nothing. I hope that we will move forward. 

Mr. Snyder. I appreciate what you are saying about the different 
levels of services that different organizations choose to provide or 
can provide or have the capability to provide and some of that is 
going to be geographic because some areas have more services 
available than others. 

But when it is based on cost, what is the incentive for the organi- 
zation to keep costs down? Tell me how that works as you see it. 

Ms. Spearman. Well, you know, you are going to have to operate 
within your cost if you do the budget and you are monitored on the 
budget to keep your costs within. I do think there should be, you 
know, a cap on, you know, what it is, whatever you presented in 
your budget. 

I think a per diem for a larger organization, the incentive is that 
you have the flexibility to spread some of your costs and get some 
money to the bottom line. In terms of a business, it is an on-going 
concern to make sure that you are putting more money back into 
the program. 

So I mean, I just think you are going to be bringing in other dol- 
lars regardless from other — I mean, I do not think that the grant 
per diem is going to pay for all that needs to be done for homeless 
veterans to get them where they need to go. So I mean, I do not 
know. Maybe I did not answer the question. 

Mr. Snyder. Thank you, Mr. Chairman. 

Mr. Michaud. Thank you. 
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Once again, I would like to thank the 3 panelists for your testi- 
mony this morning and look forward to working with you as we 
move forward on this issue. So thank you very much. 

Ms. Spearman. Thank you. 

Mr. Michaud. I would like to have the second panel come for- 
ward. George Basher who is Chair of the United States Depart- 
ment of Veterans Affairs Advisory Committee for Homeless Vet- 
erans. He is also Director of the New York State Division of Vet- 
erans Affairs. 

Peter Dougherty who is the Director of Homeless Veterans Pro- 
gram at the Department of Veterans Affairs who is accompanied by 
Paul Smits who is Associate Chief Consultant for Homeless and 
Residential Rehabilitation at the Department of Veterans Affairs. 

I would like to welcome this next panel and we will start off with 
Mr. Basher. 

STATEMENTS OF GEORGE BASHER, CHAIR, ADVISORY COM- 
MITTEE ON HOMELESS VETERANS, U.S. DEPARTMENT OF 
VETERANS AFFAIRS, AND DIRECTOR, NEW YORK STATE DI- 
VISION OF VETERANS’ AFFAIRS; AND PETE DOUGHERTY, DI- 
RECTOR, HOMELESS VETERANS PROGRAMS, VETERANS 
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS 
AFFAIRS; ACCOMPANIED BY PAUL SMITS, DIRECTOR, HOME- 
LESS AND RESIDENTIAL REHABILITATION, VETERANS 
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS 
AFFAIRS 


STATEMENT OF GEORGE BAS H ER 

Mr. Basher. Chairman Michaud and Members of the Sub- 
committee, I am pleased to be here today to discuss the VA Grant 
and Per Diem Program serving homeless veterans. I thank you for 
the invitation to testify before the Subcommittee and discuss this 
worthy program. 

I have had the honor of serving as the Director of the New York 
State Division of Veterans Affairs for the past 10 years and also 
currently serve as the Chair of the Department of Veterans Affairs 
Advisory Committee on Homeless Veterans. 

In both of these roles, I have had the opportunity to witness not 
only the benefits of this program to those veterans who need a 
hand getting back on their feet, but also the challenges it brings 
to the provider community. 

Recent estimates by the National Alliance to End Homelessness 
place the number of homeless individuals in the United States at 
750,000. VA estimates the number of homeless veterans to be ap- 
proximately 180 to 200,000, making homeless veterans one-quarter 
of the entire homeless population. 

Established by Congress in 1992, the Grant and Per Diem Pro- 
gram has provided nearly 10,000 transitional beds for homeless 
veterans through the efforts of over 300 community-based pro- 
viders. These community and faith-based organizations provide 
shelter, food, and supportive services to homeless veterans for up 
to 2 years for a per diem currently set at a maximum of $31.30 a 
day. 
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Originally designed to meet the needs of Vietnam era veterans, 
I believe it is time to revisit the Grant and Per Diem Program in 
light of the need to also serve the veterans of the current conflict 
as well as those older veterans. 

VA estimates they have already seen over 1,500 OEF/OIF vet- 
erans in various settings with several hundred referred to GPD 
providers for assistance. 

The VA Advisory Committee on Homeless Veterans in its recent 
report discussed concerns about Grant and Per Diem. Specifically, 
first, the VA Grant and Per Diem Program uses a process to reim- 
burse providers designed like the system VA uses to reimburse 
State Governments for the State Home Program. The Advisory 
Committee is concerned that this capped process discourages pro- 
viders in high-cost areas from even applying. 

The current $31.30 rate is based in law on the rate paid to State 
Home programs. There is no basis, in fact, for the $31.30 rate in 
the State Home Program and no defined rationale for determining 
that figure. 

Additionally, the current process does not allow the use of other 
Federal funds without offset by VA. While the State Home Pro- 
gram rules were recently changed to allow this, the restriction of 
offsets still applies to Grant and Per Diem programs. 

Second, the accounting process required for reimbursement is a 
burden on small community-based providers. Asking this group to 
meet the same level of expertise as State Governments with larger 
accounting staff is unreasonable and discourages participation. 

Additionally, recent audits of some providers have led to allega- 
tions of significant overpayments sometimes years after the fact 
based on differing interpretations of allowable expenses. 

Parenthetically this devolves from that idea that the contract 
oversight and inspections are done by VA medical center staff, the 
liaisons, and I think we have over 120 different people inspecting 
300 different programs. The notion that this is all being done uni- 
formly, fairly, and accurately is probably silly when you stop and 
think about it. 

Third, community-based Grant and Per Diem providers fre- 
quently use other Federal programs to augment the services pro- 
vided to veterans. Current Grant and Per Diem regulations do not 
allow these funds to be used as a match for VA programs often dis- 
couraging participation. 

Conversely, other Federal programs do allow VA funds to be used 
as a match creating a disincentive to participate in VA programs. 

The Advisory Committee recommended the per diem be revised 
to allow payments to be related to service costs rather than a 
capped rate allowing higher cost areas where homeless veterans 
are often numerous to participate. 

The Advisory Committee also recommended allowing other Fed- 
eral funds to be used as a match to VA funds and also allow other 
Federal funds to be used without offset. 

Incorporated in these recommendations is implied the rec- 
ommendation that the current burdensome accounting process 
would be scrapped and replaced by a simpler mechanism to provide 
reimbursement and protect the taxpayers’ interest. Paying a fee- 
for-services provided meets the needs of both the veteran client and 
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the providers without placing an undue burden on either the pro- 
viders or the Government. 

Beyond adjustments to the existing Grant and Per Diem Pro- 
gram, other related concerns need to be addressed. Historically 
most homeless and housing services have been provided by the 
U.S. Department of Housing and Urban Development and the U.S. 
Department of Health and Human Services. 

VA housing initiatives have focused almost exclusively on transi- 
tional housing reasoning that traditional VA programs coupled 
with Grant and Per Diem support services were all that was need- 
ed to return homeless veterans to a permanent housing environ- 
ment. 

With 20 years’ experience in homeless veterans programs, we 
now know this is a simplistic view. Veterans with a comorbidity of 
substance abuse and behavioral health disorders are frequently in- 
capable of making the jump from transitional housing and pro- 
grams to self-sufficiency. Experience has again taught that sup- 
portive permanent housing is often the most effective and economi- 
cal way to have these individuals reenter the mainstream. 

The existing HUD-Veterans Affairs Supportive Housing (HUD- 
VASH) Program providing Section 8 vouchers is woefully inad- 
equate due to a lack of specific appropriations for the program by 
HUD. The Advisory Committee has recommended to VA that 
HUD-VASH be expanded and further that VA look for opportuni- 
ties to partner with HUD and other agencies to find innovative 
ways to bring permanent housing and supportive services to vet- 
erans. 

Consideration should be given to site-based Section 8 vouchers as 
a way to provide those services on an ongoing basis by community- 
based providers. 

Success of programs such as New York City’s New York, New 
York 3 initiative have demonstrated an integrated approach like 
this can provide positive results at an affordable cost. 

The still ongoing Capital Asset Realignment for Enhanced Serv- 
ices, CARES, process VA is using to identify capital requirements 
for the next 20 years has identified a significant amount of surplus 
VA land and facilities. One of the Advisory Committee rec- 
ommendations was to have VA make reuse of this land for veteran 
housing a priority. 

VA officials contend the existing Enhanced Use Lease Program 
is adequate to meet that need, but experience shows the Enhanced 
Use Lease to be a time-consuming, cumbersome process fraught 
with opportunity for delay and lost opportunities. 

The Department of Defense Base Realignment and Closure pro- 
cedure, BRAG, is much more efficient in terms of making reuse op- 
portunities a reality in a reasonable period of time. 

There is a growing concern regarding women veterans. With 
women now making up nearly 20 percent of today’s military, VA’s 
programs are being accessed by an increasing number of women 
veterans including programs for homeless veterans. 

There are unique challenges in this shift. Most VA programs 
were designed when the military was nearly exclusively male, ne- 
cessitating changes by Veterans Healthcare Administration to fa- 
cilities and procedures that are ongoing even today. 
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Transitional housing programs for women veterans are rare 
given the relatively low numbers involved and the economies of 
scale needed to provide services. Issues of safety and appropriate- 
ness of facilities likewise challenge traditional homeless service 
providers. 

Another consideration is the authority of VA to only care for the 
veteran. Children who have no other parent to care for them also 
often accompany the increasing number of women veterans. Access- 
ing VA services by these veterans means leaving children with 
other relatives or nonfamily caregivers, a difficult choice that often 
leads to walking away from VA care and looking for help else- 
where. 

VA should explore ways to cope with the changing demographics 
of the military and adjust accordingly either in partnership with 
other agencies or through programmatic changes of its own. 

The VA Grant and Per Diem Program has provided a valuable 
service to homeless veterans over the past 15 years. Adjusting the 
program in light of experience is appropriate. Creating new policy 
to meet the needs of returning veterans from the current conflict 
is a necessity. 

Mr. Chairman, this concludes my formal remarks. I appreciate 
the opportunity to present my views and am prepared to answer 
any questions you or Members of the Subcommittee may have. 

Thank you. 

Mr. Michaud. Thank you very much. 

[The prepared statement of Mr. Basher appears on p. 44.] 

Mr. Michaud. Mr. Dougherty. 

STATEMENT OF PETE DOUGHERTY 

Mr. Dougherty. Thank you, Mr. Chairman, Members of the 
Subcommittee. 

VA has the largest and most comprehensive collaboration for 
homeless veterans in the country. We have more than 300 commu- 
nity and faith-based organizations. State and local and tribal Gov- 
ernments who work with us in this program. 

I am very pleased to be joined today with Mr. Paul Smits who 
is the Director of Homeless and Residential Rehabilitation Program 
for the Veterans Health Administration. 

The effort to engage community and faith-based providers began 
with this Committee with the passage of H.R. 5400, the “Homeless 
Veterans Comprehensive Service Act,” later signed by President 
George Herbert Walker Bush on November 10th, 1992. 

VA has offered funding under this proposal or under this law 
since 1994 and has awarded new funding each year since then. We 
now have awarded funding to more than 400 programs and have 
authorized more than 11,000 transitional housing beds. 

There are more than 8,000 transitional beds in service today and 
the remaining ones are coming on once the rehabilitation or the ac- 
quisition of property and repairs and renovations have been com- 
pleted. And we will soon announce that we will add about another 
900 to 1,000 new beds to those that have been previously approved. 

We continue to offer new funding because we have great faith in 
the ability of the many community providers to provide high-qual- 
ity services to veterans. Our goal based upon this Congress’ man- 
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date is to end chronic homelessness among veterans. We have 
made good strides in achieving that goal. We simply would not be 
able to do so without our community-based partners. 

There was some discussion earlier on and I want to remind the 
Committee that VA unlike any other agency that is out there, both 
private and public, monitor and evaluate every veteran who comes 
to a homeless specific program. 

Since 1987 when VA began homeless specific programs, we have 
identified and provided services to about 400,000 veterans who we 
have identified as being homeless. We have a system of account- 
ability because ultimately it does not matter as much to us about 
the money as to the outcome for the veteran. Just as we do in 
every other healthcare program, if the veteran needs the services 
to get better, we are going to use the money to get the veteran to 
a position where they get well. 

In this case, we do have a capitation on our funding, but we work 
in a very close partnership. What the Committee Members were 
asking about before, is we not only have great community providers 
that we work with, but we have a lot of VA dedicated staff who 
work in community programs. 

Some of them are there on a daily basis working hand in glove. 
Some of the questions about the accessibility and availability of 
benefits and other services are responded to because we have peo- 
ple on both sides (VA and community) who can answer those ques- 
tions. 

We have performance measures that we have implemented in the 
last few years that we think help. If you are identified as a home- 
less veteran, we want to make sure you get a primary healthcare 
visit within 30 days and you get follow-up specialty care within 60 
days. 

When we first started it, there was a lot of groaning on our side 
about putting that requirement on us. We are meeting that per- 
formance measure. 

We also have many of the providers that we are working with. 
Ms. Spearman and others have very significant, substantial pro- 
grams. She has a lot of other resources because her organization 
has been very effective at doing that. 

Some of the smaller programs do not have that. One of the good 
things that the Department did this past year is added 30 sub- 
stance abuse counselors who work on-site in community-based pro- 
grams. 

We are getting an increasing number of community programs 
where dental care services to these veterans are being provided 
and we now have reentry specialists working with veterans return- 
ing from prison. 

We are in the process of completing hiring at least one person 
in each network to work with the criminal justice system to make 
sure that veterans who are coming out of the criminal justice sys- 
tem do not show up in the ranks of the homeless, that they get 
their benefits and get on with their lives and do not become home- 
less in the meantime. 

We think all of these things are having some increasingly posi- 
tive results of what is happening. We closely monitor and we ag- 
gressively reach out to all veterans who are homeless, but we 
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would like to make note of those who are coming back from Iraq 
and Afghanistan. It gets a lot of attention. We wanted to give you 
an update today. 

During the past 3 years, we have been specifically monitoring 
veterans who have returned from Iraq and Afghanistan who have 
shown up at the ranks of the homeless. More than 1,500 of those 
veterans that we have seen in outreach have served in those thea- 
ters of war and more than 400 of those have been in a homeless 
specific program. 

What that tells you in part is that some of the veterans that we 
are seeing in the outreach are not what you and I might consider 
to be literally homeless today. They may, in fact, have a full-time 
job, but they may still be going to a soup kitchen to get something 
to eat. They may have relationship problems with family and oth- 
ers that are putting them at risk. 

It is also important to know, because sometimes people wonder, 
“Is this Government sort of turning a blind eye or is this Depart- 
ment turning a blind eye to that problem?” The point is it is not 
just our staff and our people out there seeking them out. It is the 
community-based organizations who were at this table a few mo- 
ments ago and State and county veteran service officers. All those 
people are making contact with us and doing outreach. 

I can tell you on a positive side, although people say is it not 
tragic, what we are finding is those veterans who are coming back 
from Iraq and Afghanistan who are coming in and getting treat- 
ment are doing, well. In fact, slightly better than other homeless 
veterans both in getting back into permanent housing and into em- 
ployment. 

As the Committee knows, we are limited as to how much we can 
provide in reimbursement for support and that is that $31.30 a day 
for housing under the Grant and Per Diem Program. 

As you have heard today, and we understand there is a lot of 
concern among providers about that amount of payment, I think it 
may be a little bit illustrative and informative for the Committee 
to have you understand the process that goes on. 

When a veteran comes into a community-based program, we are 
supposed to have 3 days in which to determine their eligibility to 
be in that program. They provide services to that veteran. They 
provide to us a list with name, date, and Social Security number 
by bed day of care for the veteran who is in the program. We verify 
the information and then we reimburse after the fact. 

One of the things that does make us different than most Federal 
grant agencies is when you get a grant from them to do this type 
of service, you get to draw on a monthly basis. In our case, you 
have to wait until we get verification, until we can assess, make 
sure the information is correct, and we pay you after the fact. 

That creates problems because many of these folks do not have 
a lot of income, if you will, to float. Most other Federal programs 
do it differently. They let you draw in advance during the month 
you are actually doing the services. 

One of the questions that we get and one of the things you heard 
is sort of what is called the fiat rate concept. The fiat rate concept, 
we are sometimes asked why we do not have it? The reason is per 
diem payments are considered to be a grant under the law. And, 
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therefore, we must comply with the Office of Management and 
Budget (0MB) circulars. 

VA guidance requires us to determine the allowable and unallow- 
able cost based on the 0MB circulars. It is our understanding that 
a flat rate of a straight payment. It would only be feasible if we 
had specific statutory authority and a waiver of the circulars from 
0MB. 

Mr. Basher mentioned a moment ago, and I would like to remind 
the Committee under the HUD-VASH Program, which we consider 
to be a very successful initiative where we provide case manage- 
ment services and HUD provides money for permanent housing, 
that you have already passed on the House side in the appropria- 
tions bill that would include 1,000 additional HUD-VASH vouch- 
ers. The Senate has actually put in its bill $75 million which we 
believe would create more than 6,000 new HUD-VASH vouchers. 

For the first time in many, many years, it looks like there will 
be authority for new permanent housing which is the top unmet 
need according to our Advisory Committee on Homeless Veterans, 
as well has our community partners for more than a decade. 

VA along with our partners have done a good job. I think the 
quality of care veterans get in most of these programs are very 
good. We do understand the frustration of the payment system. We 
are trying to do the best we can with the process that we have. 

Mr. Chairman, this would conclude my formal statement and cer- 
tainly we would be happy to answer any questions you and the 
Subcommittee have. 

[The prepared statement of Mr. Dougherty appears on p. 46.] 

Mr. Michaud. I would like to thank both of you gentlemen once 
again for your testimony this morning. 

Is there a change that we could make that would maintain or im- 
prove the oversight of funds while reducing the paperwork burden 
to providers and provide flexibility? 

I mean, everyone has said this morning that it is slow, that it 
is cumbersome. There must be a way that it could be streamlined 
and still have the accountability that we need to make it a worth- 
while program. 

Mr. Dougherty. Mr. Chairman, I think that, yes, there probably 
is. We are already tied, if you will, to the State Home reimburse- 
ment rate. If we use that as a straight payment system and we 
then said to the recipient of the grant, the recipient of the payment 
what is it you would do specifically with that amount of money, 
then we would simply go back in and we would audit for that pur- 
pose of those expenditures. 

Right now we have to look at everything the organization does. 
The bigger and the more complex the organization is, the harder 
it is. 

I think the other thing, as was mentioned by the Committee 
Members as well in questioning, is that also incentivizes me to do 
more. At $31.30 a day, given the kinds of services that we require, 
it is a very modest amount of money. But I think if we could define 
for the providers that this is the amount that is being provided for 
you to do certain things for us. If you may need more employment 
and you could go to the Department of Labor or your State job 
services and they give you funding to provide an employment spe- 
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cialist in your program, it is good for the veteran and, if we were 
not paying for it anyhow, so what? 

We need better housing outcomes, it is the most critical problem 
we face in the homeless program. If you come through a good pro- 
gram and you may be too disabled to go back into independent liv- 
ing and go out and get a job. If you could get into good, stable hous- 
ing, we would get you out of the grant program. We would not keep 
you there without an expectation of getting a better outcome. 

So if you could go to your local continuum of care and get a hous- 
ing specialist to work part time with you and your program, if VA 
were not funding it under our grant, the veteran would get a better 
housing outcome, good for the veteran, good for the program. 

So I think there is a way to do that, but it would require some 
change in law. 

Mr. Michaud. Great. 

Following up on that, when you look at the services that the pro- 
viders provide depending on which provider it is, they provide a va- 
riety of different types of service, is there a minimum standard 
that all Grant and Per Diem providers must follow and, if so, what 
is that? 

Mr. Dougherty. Yes, there are. In the application that they file, 
there are minimum things that we expect you to do be able to pro- 
vide. 

Now, as Ms. Spearman mentioned this a few moments ago. The 
level of services that may be offered is one of the things when Con- 
gress created this program. The program addressed the urban and 
rural conditions. In Los Angeles, California, we have 20-some pro- 
grams in Los Angeles County. They have some specialty services, 
if you will, that they provide. 

In the more rural areas, you may be a more comprehensive sort 
of service because you may not have just expertise in substance 
abuse treatment or you may not have more expertise in mental 
health services. And so you may be more comprehensive. 

We do expect you to both provide a safe, decent environment in 
which the veteran is to live. You are to provide case management. 
You are to work on objectives of improving your daily living. You 
are supposed to reduce your healthcare dependency. In other 
words, you are to get us connected with that veteran for healthcare 
or to get that veteran to other healthcare services. 

You are to work on improvements in your living skills. You are 
to do other things related to improving their health condition and 
reduce substance abuse and other kinds of destructive behaviors. 

We do have minimum requirements that apply to everybody, but 
many programs have specialties that they provide. And the grant 
process is designed to meet the local need as it is in your commu- 
nity to address the needs of homeless veterans. 

Mr. Michaud. Mr. Miller. 

Mr. Miller. Mr. Basher, are the risk factors for veterans from 
the all-volunteer Army any different from those that were part of 
the draft era? 

Mr. Basher. In my opinion, yes, they are. The thing that I have 
observed over that period of time is that if you look at the Vietnam 
era veterans, they were largely a component of draftees overseen 
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by a cadre of regular military. Today you have all volunteers. And 
the big difference is age. 

When I came home from Vietnam, I was a unit commander in 
Vietnam and I was 21 years old. When I came home, I was the old 
guy. You know, most of the people in my unit were 17, 18, and 19 
years old. 

Today I think you will find if you look at the 10th Mountain Di- 
vision in New York, the average age of the second combat brigade 
up there is probably about 25 to 26 years old. They tend more to 
be married. They tend to have more dependents. 

And I think that as we drill down and are starting to learn, the 
very nature of this conflict, particularly in Iraq, is very, very dif- 
ferent than any other war we have ever fought. And it is creating 
some new challenges and I think also some new opportunities for 
us. So, yes, they are very different. 

The incidence of Post Traumatic Stress Disorder, incidence of 
Traumatic Brain Injury clearly are already indicated to be higher 
than they have in past conflicts. Those require some different 
things. You know, when you stop and think about it, treating a vet- 
eran with a condition like PTSD or treating Traumatic Brain In- 
jury and, again, VA by statute is required to treat the veteran and 
not the family, but everybody that is involved suffers with that 
kind of condition whether it is PTSD or TBI. 

The absurd extreme example would be, you know, the VA is only 
allowed to talk to the Alzheimer’s patient, not the family that is 
with them. So, you know, we need to look at what is to leverage 
all these services and maybe adapt and grow to meet those chang- 
ing demographics. 

Mr. Miller. What about other factors like alcohol or drug abuse? 

Mr. Basher. We are seeing a fair amount of that in New York. 
I mean, the only real on-the-ground experience I have is the 10th 
Mountain and 10th Mountain, the second combat brigade is the 
most deployed unit in this country. 

If you signed on to that group in the year 2000, you have already 
completed your fourth combat tour since 9/11. If you are a pro- 
motion hound, you are on your fifth or sixth. So if you do the math 
with the time and rotations, you know what the level of time that 
these people have when they return home. 

So there is some stress on those soldiers and as they return, you 
know, it does not manifest itself immediately, but I think over 
time, you start seeing challenges and family challenges and read- 
justment. And the military is trying to cope with this too. But we 
definitely see an increase in both substance abuse and also alco- 
holism coming back from those deployed units. 

Mr. Miller. Mr. Dougherty. 

Mr. Dougherty. Yes. Mr. Miller, we can tell you that the level 
of homelessness relates very specifically to the military standard. 
As Mr. Basher indicated, when you look at the late Vietnam War 
period and the immediate post Vietnam War period, that is the big- 
gest bulge, if you will, in the list. 

We do get concerned when the military standard changes. Dr. 
Bob Rosenheck who does all the program monitoring and evalua- 
tion of all of VA’s homeless programs will tell you that the inci- 
dence of homelessness actually went down, have gone down rather 
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dramatically when we went to the all volunteer Army. When you 
look at the late eighties and early nineties, the incidence of home- 
lessness among veterans seemed to have changed. So there is a re- 
lationship. 

Regarding the recently returning veterans, we can tell you that 
among those who have shown up in the ranks of the homeless 
there is a significant difference in that the level of substance abuse 
which is much less among this group than all homeless veterans 
and the level of combat and mental illness are related. 

We have a much higher ratio of mental illness among the re- 
cently returning veterans from Iraq and Afghanistan than we do in 
all homeless programs, about 45 percent in all homeless programs, 
closer to 70 percent in those who have come back from Iraq and 
Afghanistan. 

One of the differences among all veterans who we see in home- 
less programs, about 20 percent have been combat veterans or 
what you and I would consider to be combat veterans, and those 
coming back from Iraq and Afghanistan is closer to 70 percent. 

I had a conversation before with the gentleman from GAO. We 
were talking about this issue. And, you know, truck convoys are 
not necessarily combat-related duty, but certainly none of us who 
know anything about what is going on would assume that riding 
convoy patrols is a very safe mission in Iraq and Afghanistan. It 
may have been in many of our previous wars, but it is not in this 
one. 

Mr. Michaud. Dr. Snyder. 

Mr. Snyder. Thank you, Mr. Chairman. 

I just have one question that I would like both Mr. Basher and 
Mr. Dougherty to respond to, if you would. 

In fact, Mr. Dougherty, you mentioned in your written statement 
about the problem of incarcerated veterans and when they are re- 
leased. 

Would you both talk about this issue of incarcerated veterans 
and where we are at with that and, you know, you always have 
perspectives? So if you each take a couple of minutes. 

Mr. Dougherty. I can talk about it in a broad sense. And Mr. 
Basher, because he is in a State that has done a very good job with 
it, can even talk about it in more specifics. 

This Congress a few years ago asked VA and the Department of 
Labor to work on a pilot initiative which we have been doing for 
the last few years. The initial results of that are rather positive. 

About 40 percent of the veterans that we see in homeless pro- 
grams have been previously incarcerated which is not surprising 
because many people who end up in the incarcerated ranks are 
substance abusers and have mental illness problems. And many of 
them when they come out without a good discharge planning proc- 
ess show up in homeless programs. It is just sort of a normal hap- 
penstance. 

We have been working with the Department of Labor on pilots 
authorized by the Congress. We are actually in the process of fin- 
ishing a report. We think that what we will be able to show you 
in our report is that there will be a significant reduction among 
veterans going back into incarceration when they have been en- 
gaged with community providers prior to discharge, benefits assess- 
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ments have been made, and discharge planning established to get 
the appropriate healthcare they need if eligible when they come 
out. 

I think without sort of prejudging what our final report will say, 
I can tell you clearly it will Ije at least half of what the normal re- 
incarceration rate is by using this kind of intervention. 

The Volunteers of America in Kentucky, which is one of the pilot 
sites, they believe that it saved re-incarceration costs in the State 
of Kentucky by more than what it costs the entire initiative to cost 
the Federal Government for the 7 pilots across the country. It has 
a very positive relationship. 

I am the Department’s representative at the U.S. Interagency 
Council on the Homelessness, the senior policy group; and we know 
homelessness, one of the biggest risk factors of homelessness is 
having parents who are homeless and parents who are incarcer- 
ated. 

And so obviously even though it does not necessarily end the 
problem for us right away, we think that by addressing this issue 
better in the future, we may, in fact, help society down the line. 

Mr. Snyder. Thank you. 

Mr. Basher. 

Mr. Basher. Yeah. In New York, what we did about 7 years ago 
was we started definitely identifying veterans who were entering 
the State prison system and we currently have about 60,000 in- 
mates. And out of that number with an average sentence length of 
a little over 3 V 2 years, we graduate about 1,000 veterans into soci- 
ety at the end of every year. 

And we discovered early on that nobody has got enough money 
to do everything, so the VA cannot take this on by themselves. The 
State of New York Prison System certain cannot. Our parole sys- 
tem cannot. But we have worked together and figured out, first of 
all, how to get around some of the programmatic things. 

New York has 2 VA networks. Network 2, Network 3, and their 
geography and their chain of command is very different than how 
our State Prison System works. Most of our offenders come from 
the major metropolitan areas, the largest being the New York City 
area. And if you have been incarcerated, you wind up serving your 
sentence primarily up in the Adirondacks, some place far, far, far 
away from home in a different VA network. 

As you get closer to your release date, you get moved closer to 
home. But what we have managed to do is seamlessly follow these 
people and when they get within 6 months of release, our parole 
people start working on their release plan. 

And we send a counselor, one of our State counselors in because 
we are not constrained by the same rules as VA and make sure 
that we know if somebody has got eligibility for comp to be turned 
back on when they get out. We make sure that happens seamlessly. 

We make sure that if they do not have family to go back to and 
a place to live that they get handed off to the VA, to the system, 
and work into the dom system or whatever appropriate program 
there is. 

We think we have managed to reduce the recidivism for that 
group of people to under 40 percent which we think is more than 
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cost effective. It has taken us a long time to work out all the kinks, 
but now it is almost automatic. 

Mr. Snyder. Thank you. 

Thank you, Mr. Chairman. 

Mr. Michaud. Just one last question to follow-up on Mr. Miller’s 
question about dealing with homelessness for veterans in rural 
areas and the programs that are available. Unfortunately in some 
instances, service providers may not be able to reach some of these 
rural veterans, which brings up the use of faith-based organiza- 
tions. 

My question is, do you work very closely with the Red Cross in 
rural areas to see if they could help with some of these problems? 

Mr. Dougherty. We work very closely with a whole host of agen- 
cies across the country and rural areas. Mr. Miller talked about 
being a Deputy Sheriff. I was a County Magistrate in West Vir- 
ginia. And, those kinds of relationships are where it does not mat- 
ter who you are and what you do. 

The problem comes forward in little towns and little communities 
in ways that big communities have the bureaucracy to deal with; 
in little communities, somebody just calls somebody who calls 
somebody. 

We work with a whole variety of partners. We have been out to 
the White House Faith-Based and Community Initiatives Program 
telling them about the availability of healthcare and services. We 
meet with the State Directors on a regular basis, the County Vet- 
eran Service Officers across the country. We have met with the Red 
Cross and Volunteers of America and national organizations like 
that. Salvation Army, to make those kind of relationships. 

In this day and age, even in most rural communities, there is a 
pretty good understanding, I think, that there is some help. It is 
really a question of access. And that is why one of the reasons that 
what we have done in the last few years is tried to make sure that, 
for example, on tribal lands, we have put some targeting in our 
funding to make sure that tribal lands, which are historically pret- 
ty remote and rural, have some opportunity to get funding or en- 
hanced opportunities to get funding so that programs can be there. 

The other good thing about this program is it does not have a 
minimum and a maximum. In other words, some Federal programs 
say you have to have 50 units before you can get funded. We have 
programs as small as 6. Those are the kinds of programs that meet 
local needs. 

I use the terminology a lot that there is an intensity of need and 
the intensity of need is, different where there are a lot more home- 
less veterans in New York City than in an upstate New York. But 
if you have that problem in your upstate New York location, you 
also want to have an opportunity to get some reasonable way to ad- 
dress it for the veterans who are in your community. And so I 
think we have the opportunity to do that. 

Mr. Basher. Just to use New York as an example, our Division 
of Veterans Affairs is in 60 different locations in New York State. 
And while we have 11 offices in New York City, we also have an 
office in Malone. So, you know, it is local knowledge on the grounds 
of who the providers are and generally they have a pretty good 
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sense of who the customers are, too, when the homeless folks show 
up. 

And as Mr. Dougherty pointed out, hig programs are in the 
urban area, but Glens Falls, New York, has a little 7-bed house 
that does not have any empty beds. So, you know, the need is up 
there. And it is almost an if you build it, they will come situation. 

Mr. Dougherty. Also, Mr. Chairman, many communities come 
to us because they do stand downs. And the Interagency Council 
on the Homeless now does a thing called Project Connect. And the 
largest one in the country last year was Libby, Montana, which is 
not exactly the biggest metropolis on the face of the Earth. Over 
1,000 veterans and family members of veterans came to that event. 
And, you know, it did not just attract you purely because you are 
homeless, but a lot of veterans who needed services came to that 
event. 

And so there are increasing opportunities. We support those op- 
portunities. We provide a lot of staff both from the Benefits Admin- 
istration and the Health Administration to help make sure that 
healthcare and benefits are there and in some cares are provided 
on-site. 

Mr. Michaud. Once again, I would like to thank this panel and 
the first panel very much for your testimony today and look for- 
ward to working with you as we move forward on this very impor- 
tant issue. 

So, once again, thank you. This hearing is adjourned. 

[Whereupon, at 11:29 a.m., the Subcommittee was adjourned.] 
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Prepared Statement of Hon. Miehael H. Miehaud, 

Chairman, Subeommittee on Health 

Today, we will examine the Department of Veterans Affairs Grant and Per Diem 
Program for homeless veterans. 

On any given night, there are approximately 200,000 homeless veterans on the 
streets in America. The majority of these veterans served in Vietnam, 96 percent 
are male and about 45 percent suffer from some mental illness. 

VA has many programs to help homeless veterans — including the Grant and Per 
Diem Program. VA needs to continually evaluate these programs to ensure that vet- 
erans are getting the services that they need and that provider organizations can 
effectively provide these services. 

For example, while the vast majority of homeless veterans are male, female vet- 
erans are the fastest growing segment of this population. 

Women homeless veterans face similar challenges to their male counterparts, but 
they are very likely to have experienced serious trauma including abuse or rape and 
a significant number also have children to support. VA programs must be flexible 
to meet this new challenge. 

I believe that VA should make sure that they give Community Based Organiza- 
tions the tools they need to provide comprehensive services to our homeless vet- 
erans. 

The way in which the Grant and Per Diem program is currently structured some- 
times makes this difficult — particularly for providers in high cost areas. 

It is my belief that the goal of VA homeless programs should be to not only pro- 
vide veterans with a bed for the night and a meal — but to provide them with the 
resources that they need to attain permanent housing, a steady job and a renewed 
sense of self-worth. 

Today, I hope that we will learn what VA is doing to provide services to homeless 
veterans to help them break out of this cycle. We will hear about the Grant and 
Per Diem Program — both what is working and ways that it can be. 

One homeless veteran is one too many. This is a problem that we can solve by 
working together. 


Prepared Statement of Hon. Jeff Miller, 

Ranking Republiean Member 

Thank you Mr. Chairman. 

This year marks the 20th Anniversary of VA’s programs to provide specialized 
services for homeless veterans. VA’s first homeless program began in 1987, with the 
enactment of Public Law 100-6. This law provided VA with $5 million to support 
care for veterans in community-based and domiciliary facilities. 

Since that time, VA’s homeless programs have expanded and grown significantly. 
VA budgets almost $2 billion to treat and assist homeless veterans and administers 
over nine specialized homeless programs that integrate housing and mental health 
and substance abuse counseling. 

Although it remains difficult to obtain an accurate count of the number of home- 
less veterans, there are indications that we are making good progress in helping to 
reintegrate homeless veterans into stable community environments and lead produc- 
tive and sober lives. 

Still, there are far too many veterans out on the streets. On any given night in 
my home State of Florida alone it is estimated that there are 17,000 homeless vet- 
erans. 

Critical to ending homelessness among veterans is being able to identify vulner- 
able service men and women early and make sure that these veterans are aware 
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and have immediate access to the services and benefits available through VA and 
in coordination with other Federal agencies. 

With the increasing number of returning veterans from the conflicts in Iraq and 
Afghanistan, the development of innovative services to help especially at risk vet- 
erans is extremely important. 

Another area of great concern is addressing the needs of women veterans and in- 
creasing the availability of facilities that are able to provide appropriate accom- 
modations for women and women veterans with children. 

Today, we will review VA’s Homeless Providers Grant and Per Diem Program 
(HGPD). 

The Grant and Per Diem program is considered to be a very successful collabora- 
tion between VA and non-profit and faith-based organizations. 

However, in a 2006 report that we requested from GAO, they found that improved 
communications and follow-up could further enhance the program. GAO reported 
that liaisons responsible for coordinating with local providers sometimes found it 
hard to assist due to large caseloads and other administrative tasks within their du- 
ties and a VA identified need for an additional 9,600 beds. 

Our Committee has always worked in a bipartisan manner to strengthen health 
care, housing, employment training, and other services to assist at risk veterans. 

I look forward to continuing to work with Chairman Michaud to provide aggres- 
sive oversight of VA’s implementation of homeless programs and establish greater 
Federal collaboration between VA, HUD, and HHS to coordinate efforts to assist 
homeless veterans. 

I would like to welcome all of our witnesses. Especially I would like to thank 
Kathryn Spearman with the Volunteers of America, Florida for participating in our 
hearing this morning. I am grateful for your dedication and many years of work to 
provide services to assist homeless veterans in my home State of Florida. 

Thank you Mr. Chairman, I 3 deld back the balance of my time. 


Prepared Statement of Cheryl Beversdorf, RN, MHS, MA, 
President and Chief Exeeutive Offieer, 

National Coalition for Homeless Veterans 


Introduction 

The National Coalition for Homeless Veterans (NCHV) appreciates the oppor- 
tunity to submit testimony to the Health Subcommittee of the House Committee on 
Veterans’ Affairs regarding the VA Grant and Per diem Program. Established in 
1990, NCHV is a not for profit organization with the mission of ending homeless- 
ness among veterans by shaping public policy, promoting collaboration, and building 
the capacity of service providers. NCHV is the only national organization wholly 
dedicated to helping end homelessness among America’s veterans. 

NCHV was founded by a group of community-based homeless veteran service pro- 
viders who sought to educate the public about the extraordinarily high percentage 
of veterans among the homeless population and to place the needs of homeless vet- 
erans on the national public policy agenda. The founders, all former members of the 
military, were concerned that neither the public nor policy makers understood ei- 
ther the unique reasons for homelessness among veterans or appreciated the reality 
that so many veterans were overlooked and underserved during their periods of per- 
sonal crisis. 

In the years since its founding, NCHV’s membership has grown to nearly 280 or- 
ganizations in 48 states and the District of Columbia. As a network, NCHV mem- 
bers provide the full continuum of care to homeless veterans and their families, in- 
cluding emergency shelter, food and clothing, primary health care, addiction and 
mental health services, employment supports, educational assistance, legal aid and 
transitional housing. 

Homelessness Among Veterans 

The VA reports homeless veterans are mostly males (3 percent are females) and 
the vast majority are single, although service providers are reporting an increased 
number of veterans with children seeking their assistance. About half of all home- 
less veterans have a mental illness and more than two thirds suffer from alcohol 
or other substance abuse problems. Nearly 40 percent have both psychiatric and 
substance abuse disorders. The VA reports the majority of women in homeless vet- 
eran programs have serious trauma histories, some life-threatening, and many of 
these women have been raped and reported physical harassment while in the mili- 
tary. 
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According to the VA Northeast Program Evaluation Center (NEPEC), male vet- 
erans are 1.3 times more likely to become homeless than their non-veteran counter- 
parts, and female veterans are 3.6 times more likely to become homeless than their 
non-veteran counterparts. Like their non-veteran counterparts, veterans are at high 
risk of homelessness due to extremely low or no livable income, extreme shortage 
of affordable housing, and limited access to health care. But these factors combined 
with their military service put them at even greater risk of homelessness. 

Prior to becoming homeless, a large number of veterans at risk of homelessness 
have struggled with Post Traumatic Stress Disorder, also known as PTSD, or have 
addictions acquired during or after their military service. NEPEC reports nearly 74 
percent of homeless veterans are likely to have medical problems upon admission 
to either VA or community-based assistance programs. About 70 percent will have 
alcohol-related problems; 63 percent will have drug abuse histories; and 69 percent 
will have a mental illness diagnosis. These conditions can interrupt their ability to 
keep a job, establish savings, and in some cases, live with their families. Veterans’ 
family, social, and professional networks may have been damaged and their lives 
disrupted due to extensive mobility while in service or lengthy periods away from 
their hometowns and their civilian jobs. These problems are directly traceable to 
their experience in military service or to the difficulty of transitioning back into ci- 
vilian society. 

While most Americans believe our Nation’s veterans are well-supported, in fact 
many go without the services they require and are eligible to receive. According to 
a Congressional staff analysis of 2000 U.S. Census data, IV 2 , million veterans have 
incomes that fall below the Eederal poverty level, including 634,000 with incomes 
below 50 percent of poverty. Neither the VA nor State and county veteran service 
departments are adequately funded to respond to these veterans’ health, housing, 
and supportive services needs. Moreover, community-based and faith-based service 
providers also lack sufficient resources to keep up with the number of veterans 
needing help. 

The VA reports its homeless veteran programs serve about 100,000 veterans an- 
nually. NCHV member community-based organizations (CBOs) serve 150,000 each 
year. With an estimated 400,000 veterans experiencing homelessness at some time 
during the year, and the VA reaching only 25 percent and CBOs reaching 35 per- 
cent of those in need, that still leaves almost 40 percent of the nation’s homeless 
veterans who do not receive the help they need. It is likely some of these veterans 
are receiving assistance from other community resources, but there is no way to de- 
termine the extent or nature of services being provided. 

In testimony presented to Congress in 2006, a U.S. Department of Veterans Af- 
fairs (VA) representative reported the number of homeless veterans on the streets 
of America on any given night decreased by nearly 25 percent during the last 5 
years, from about 250,000 to 190,000. Despite the reported decrease, many veterans 
still need help. Findings from a survey conducted by NCHV in November 2006 sug- 
gest the homeless veteran population in America may be experiencing significant 
changes. Homeless veterans receiving services today are aging and many are in 
need of permanent supportive housing. With the increase in the number of women 
serving in Iraq and Afghanistan, the percentage of women veterans seeking services 
is growing. According to studies published by the New England Journal of Medicine 
and the VA, a growing number of combat veterans of Operation Iraqi Freedom, Op- 
eration Enduring Freedom and the Global War on Terror are returning home and 
suffering from war-related conditions including PTSD and Traumatic Brain Injury, 
which may put them at risk for homelessness. 

Homeless Provider Grant and Per Diem Program 

Administered by the U.S. Department of Veterans Affairs, the Homeless Providers 
Grants and Per Diem (GPD) program is the nation’s largest VA program to help ad- 
dress the needs of homeless veterans and supports development of transitional, com- 
munity-based housing and delivery of supportive services. The program also funds 
GPD liaisons who coordinate outreach, case management, referrals to benefits coun- 
selors, and linkage to health care and housing assistance. Also funded under the 
GPD program are Special Needs Grants, which assist homeless women veterans in- 
cluding homeless women veterans with children, in addition to veterans who are 
chronically mentally ill, frail elderly and terminally ill. 

The Homeless Provider Grant and Per Diem Program provides competitive grants 
to community-based, faith-based, and public organizations to offer transitional hous- 
ing or service centers for homeless veterans. The GPD program is an essential com- 
ponent of the VA’s continuum of care for homeless veterans, assuring the avail- 
ability of social services, employment supports, and direct treatment or referral to 
medical treatment. 
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In September 2006 the Government Accountability Office (GAO) released its 
study, Improved Communications and Follow-up Could Further Enhance the Grant 
and Per Diem Program. The agency found while VA has attempted to improve its 
services and increase the capacity of the GPD program, an additional 9,600 transi- 
tional housing beds are needed to meet the current demand. According to the study, 
VA reports a total of 45,000 transitional beds are needed and has identified 35,400 
beds available from various sources, including the GPD program, resulting in a 
shortfall of about 9,600 beds. In FY 2005, the GPD program had about 8,000 avail- 
able for homeless veterans. GAO states VA plans to increase GPD beds by 2,200 
in the near future. 

NCHV is pleased that both the House and Senate have already passed bills in- 
creasing FY08 appropriations for the GPD program to the fully authorized level of 
$130,000,000. Funding at this level will make more beds available to serve the ex- 
pected number of men and women returning from Iraq and Afghanistan who are 
at risk of homelessness. NCHV is hopeful Congress will soon pass a final bill that 
includes this level of funding and the bill will be signed into law. 

Payment for Services 

In addition to needed increased program funding, however, NCHV believes the 
mechanism for paying providers under the Homeless Providers Grant and Per Diem 
Program (GPD) must be simplified. Current law (38 U.S.C. 2012(a)(2)) authorizes 
the VA Secretary to provide per diem payments to GPD providers at a rate not to 
exceed the rate authorized for State homes for domiciliary care. GPD providers re- 
port even this maximum rate (up to $31.30 per day) provides far less than the ac- 
tual daily cost of care to a veteran in the GPD program. 

Moreover, VA has applied current law in a manner such that GPD providers must 
expend a significant level of effort and resources to gather and submit extensive doc- 
umentation about each source of income and the location of costs for each homeless 
veteran being served with GPD funds. Providers often experience lengthy ongoing 
communication with the VA and questions regarding expenses incurred and ac- 
countability, resulting in a delay in timely reimbursement and ultimately, interrup- 
tion of services to their clients. The accounting burden is particularly onerous for 
smaller faith-based and community-based organizations, and is contrary to the aim 
of the President’s Faith-Based and Community Initiative, which seeks to welcome 
grassroots organizations to Federal funding streams. 

Often the VA demands repayment of funds when providers temporarily have 
empty beds — the problem that comes about because the formula is based on an un- 
suitable model. At the time the original law was written. Congress was limited in 
determining how services to veterans outside traditional VA facilities should be re- 
imbursed. As a result, the rate authorized for State homes for domiciliary care was 
used as the standard for paying homeless veteran service providers. Over the past 
several years, however, evidence has shown because clients in the two settings have 
different needs a payment system reflecting those needs and the more comprehen- 
sive services they are receiving must be applied. Residents receiving domiciliary 
care in State homes are more likely to remain permanently in VA facilities while 
the goal of community based homeless veteran service providers is to promote inde- 
pendent living for its clients and reintegration back into civilian life. The current 
GPD system is too rigid and doesn’t reflect the reality of hiring and compensating 
staff even when beds are temporarily empty. 

To address these issues, NCHV urges Congress to introduce legislation that would 
provide relief to current community- and faith-based providers in addition to organi- 
zations that may be interested in applying to the GPD program in the future. The 
new legislation would revise the per diem pa 3 mient program to allow payments to 
be related to service costs rather than a capped rate and would also encourage high 
cost service areas to participate. The revised system would allow the Secretary to 
increase annually and adjust accordingly the rate of payment to providers to reflect 
changes in the cost of furnishing services in a particular geographic area. The Sec- 
retary would set a maximum amount providers would receive based on available 
funds. 

To ensure GPD funds are being spent in accordance with the purpose of the GPD 
program, NCHV supports statutory language requiring the VA Secretary to develop 
a reasonable system of outcome and performance measurement of GPD providers. 
In the current arena, the VA Homeless Grant and Per Diem liaison (HGPD) as- 
signed to each grant program through the local VA medical center, provides contin- 
uous oversight throughout the year and conducts an annual inspection of each pro- 
gram. Results of these activities are reported to the VA HGPD Office. Oversight in- 
cludes an inspection of the physical plant where the program operates, and a review 
and evaluation of the overall program including veterans’ goals, objectives and out- 
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comes as described in the original grant proposal that received the award. Maintain- 
ing the reporting process between the VA HGPD Office and the Secretary ensures 
the Secretary has in place a procedure that can determine if GPD funds are justified 
and utilized appropriately. Grant recipients provide the VA with information on fi- 
nancial integrity, solvency, operational accounting systems, as well as an annual 
independent audit. 

Use of Other Funding 

In addition to revising the GPD payment system, new legislation should change 
the requirements for grant recipients and allow service providers to use other avail- 
able sources of income besides the GPD program to furnish services to homeless vet- 
erans. These sources may include pa 3 Tnents or grants from other departments and 
agencies of the United States or from departments or agencies of State or local Gov- 
ernment. 

While the current law was intended to ensure VA per diem payments do not re- 
place pa 3 Tnents or contributions from other income sources, it has instead created 
the unintended consequence of penalizing GPD providers successful in securing 
other sources of income for services to homeless veterans by reducing their per diem 
payment rate. Thus, the predictable effect of this provision is that it discourages 
providers from developing partnerships with other Federal agencies or State and 
local Governments. Congress should devise a pa 3 Tnent provision that encourages 
GPD providers to continue to seek funding from non-VA sources in a manner that 
does not penalize them if they are successful. 

Matching Funds 

All payment modifications should also allow VA funds to be used as a match or 
leverage for other Federal funds and allow other Federal funds to be used without 
offset by VA. When GPD providers are able to receive the maximum rate in addition 
to other income sources, they are able to expand the scope and quantity of services 
to homeless veterans and increase the likelihood of their successful reintegration 
into the community. Conversely, when GPD providers are forced to use other 
sources of income to offset any reduction in pa 3 unents made under the GPD pro- 
gram, as is currently the case, new services cannot be offered. Providers may not 
use such other income to develop and support additional housing units, provide vet- 
erans a more robust service package, or serve homeless veterans not qualified for 
GPD support. 

Currently, GPD grantees are being required to submit extensive documentation 
on all of their sources of project funding in order to secure per diem payments at 
the maximum rate permitted by statute, straining grantees and VA alike. If the 
GPD program is to remain viable in the future. Congress needs to simplify the con- 
ditions under which GPD payment amounts are established. 

Conclusion 

The verdict is clear from homeless veteran service providers and veterans’ advo- 
cates that the current GPD payment mechanism affects the ability of community- 
and faith-based organizations to effectively and efficiently serve veterans experi- 
encing homelessness. We urge Congress to address this situation in whatever legis- 
lation is deemed an appropriate vehicle. 

Thank you for providing NCHV an opportunity to present our views. I am happy 
to answer your questions. 


Prepared Statement of Kathryn E. Spearman, 

President and Chief Executive Officer, 

Volunteers of America of Florida 

Chairman Michaud, Ranking Member Miller and Members of the Subcommittee: 

Thank you for the invitation to testify today and for all you do to assist our Na- 
tion’s veterans. Volunteers of America of Florida is a statewide 501(c)(3) non-profit, 
faith-based social service community provider in Florida for 87 years. We are an af- 
filiate of Volunteers of America, a national organization whose headquarters are lo- 
cated in the Washington, DC area, in existence for 111 years, with affiliates in 44 
states. 

Volunteers of America of Florida, in partnership with various committed funding 
sources, provides housing and services to the homeless, low-income elderly, persons 
with mental illness, and persons with developmental disabilities. With a continuum 
of services. Volunteers of America offers housing, health care, training, education 
and employment services to advance self-sufficiency. Housing and support services 
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are offered in 13 Florida cities: Jacksonville, Gainesville, Tampa, Sebring, Bra- 
denton, Clearwater, Orlando, Cocoa, Lakeland, Miami, Ft. Lauderdale, Pompano, 
and Key West. Currently, there are new projects in development in Pensacola, 
Punta Gorda, and Lake City, and assistance is being offered to potential providers 
in Trenton and Sebastian, Florida. 

Florida attracts many homeless veterans, and Volunteers of America of Florida 
has been focused on addressing the needs of these individuals for the past 10 years. 
We partner with the VA Grant and Per Diem Program in serving this population 
of veterans. This partnership is demonstrated by the fact that Volunteers of Amer- 
ica of Florida and VISN 8 have jointly responded to five major hurricanes utilizing 
the Mobile Service Center which we will mention later in our talk. On any given 
night in Florida between 17,000 and 23,000 homeless veterans are living in shelters, 
on the streets, in encampments, on derelict boats or in other places not meant for 
human habitation. Volunteers of America of Florida currently has transitional hous- 
ing and support services capacity for 216 homeless veterans in seven Florida cities: 
Jacksonville, Gainesville, Cocoa, Key West, Miami, Ft. Lauderdale, and Lake City. 
There are 171 beds through the VA Grant and Per Diem Program and 45 through 
our HUD Supportive Housing Programs. Another 81 beds are in development bring- 
ing our service capacity to 297 veterans in nine Florida cities and surrounding com- 
munities. Our first and most innovative Grant and Per Diem program is the Florida 
Veterans Mobile Service Center, a 40-foot state-of-the-art vehicle with a fully con- 
tained medical, dental and health service facility that outreaches to homeless vet- 
erans throughout the state. Veterans also benefit from a Multi-Service Center in 
some cities. 

Volunteers of America of Florida currently has the largest number of Veterans Af- 
fairs Grant and Per Diem supportive housing and service programs in Florida, as 
well as one of the largest number of HUD McKinney- Vento Supported Housing Pro- 
grams in the State. 

Our service to veterans is based on excellent partnerships and common goals to 
support the needs of homeless veterans. As a provider, I appreciate the dedication 
of Roger Casey and his staff to make the program what it needs to be; the continual 
funding to add more beds; the grant segment which provides tremendous leverage 
and incentive; the opportunity for the VA and the community to partner to address 
the needs of homeless veterans; the per diem that strengthens the operations and 
program; the service center potential; and the strategic gateway for veterans to live 
in and be part of the community. 

Volunteers of America of Florida’s success with homeless veterans is founded in 
strong partnerships, the ability to work statewide, a continuum of housing options 
and array of support services, and diligence in combining Federal and local re- 
sources to get the job done. Our 10 years of experience in working with homeless 
veterans, first in outreach and then in providing housing and support services in- 
cluding multi service centers, has led us to an increasing awareness of the issues 
facing Grant and Per Diem providers. From a provider perspective I will spend the 
rest of my testimony offering information and suggestions. 

Partnership — The overall partnership between the VA and the community needs 
strengthening. Local providers address the needs of veterans everyday and com- 
plement the VA services. We accept this as our role and we would like the VA to 
value that role in partnership — often a tall order I believe for the “big VA”. In serv- 
ice to the homeless veterans, local community providers offer easier accessibility, 24/ 
7 availability of staff in our programs, fewer barriers to receive immediate service, 
and a more coordinated individualized, and timely approach to the needs of each 
homeless veteran. Providers are good housing developers; problem solvers; resource 
developers; and grant writers. We are a linkage for the veteran to the community 
where we offer an expansion to VA’s clinical and substance abuse treatment as well 
as training and education in preparation for employment. 

Furthermore, the community needs the VA and its tremendous assets and re- 
sources in order to meet the goal of ending homelessness among veterans. The 
homeless veteran needs us both and the homeless veteran needs us to work to- 
gether. A partnership approach does work and Volunteers of America of Florida is 
becoming more selective in its funding partners because so much more can be ac- 
complished if we sit at the same table trying to find ways to reach an agreed upon 
outcome. With a good partnership comes shared risk because we own the problem 
together. 

• Suggestion: A work group to advise on a provider friendly/VA accountability and 
funding mechanism for Grant and Per Diem payment with representation from 
all members of the partnership. 
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VA Medical Center Relationship — ^Volunteers of America of Florida has worked 
well with the Health Care for Homeless Veterans and Compensated Work Therapy 
staff. In my experience, the staff from the VA hospitals that provide contract man- 
agement and site inspections often lack the same goals as the VA Grant and Per 
Diem Program. However, as in many monitoring situations, it becomes confusing 
when the monitoring staff misconstrues their role as the expert in housing develop- 
ment, safety, service delivery, client intake, and generally — everything that is good 
for the veterans. I believe being a more integral part of the Grant and Per Diem 
staff and its strategies to work with the community could be beneficial. 

• Suggestion: Staff those positions under Grant and Per Diem. Training, sched- 
uling and a positive attitude could build a better rapport with community pro- 
viders serving veterans. We could actually problem solve as a team. At a min- 
imum the hospital representatives, as well as everyone representing the VA 
Grant and Per Diem Program, need to focus on the positive partnership. 

Helping the Homeless Veterans — In order to move a homeless veteran to a 
healthful and productive life in the Grant and Per Diem Program, most of the fol- 
lowing services will be required: 

• Outreach to identify, locate, establish trust and rapport, and link veterans to 
services 

• Immediate access to shelter, food, clothing, and health care 

• Assessment of need 

• Housing placement 

• Medical and dental care 

• Support Services — transportation, linkage to assistance and benefits, legal aid, 
and building a personal support system 

• Mental Health and/or Substance Abuse Treatment 

• Training and education, and employment assistance 

• Employment assistance 

• Community integration, support networks 

• Relocation to permanent housing 

Outreach and services will be successful when they are conducted to build trust 
and respect. Recognition should be given to the importance of all sources that help 
the homeless veteran succeed. I must say that I doubt most people realize how dis- 
engaged and disabled many of the homeless veterans are when they enter our pro- 
grams. Drug and alcohol addiction is very serious and disruptive to rebuilding a life 
acceptable to our society. 

Costs in Relation to the VA Grant and Per Diem Payment — The complex bar- 
riers experienced by our Nation’s homeless veterans reinforce the need to be flexible 
as a service provider. Costs for housing and services must be constantly evaluated 
to offer the highest quality of service. The following are some industry costs for your 
information on this topic. While costs will vary by factors such as quality and vol- 
ume, the information below shows activities and associated costs. 


Activity 

Cost 

Housing Management 

$25/day 

Clinical Care (non clinic) 

$32/day 

Service Center Operation (for serving 50 veterans) 

$l,000/day 


Therefore, the $32/day per diem note will always fall short of paying in total for 
what is needed. Identification and combining of resources is essential and should 
be encouraged strongly. In my opinion, the VA Grant and Per Diem service center 
payment does not relate to operating a center. 

Construction, rehab and acquisition require a 35 percent cash match from the pro- 
vider. This usually comes from additional funding sources that are easier to access 
with the VA portion committed as a grant and a per diem to strengthen the ability 
to operate. Flexibility needs to be exercised to create projects that offer beds to 
homeless veterans. There are many creative ways to combine development funding 
or put together assets of providers, VA grant, and financing. It is crucial also that 
VA Grant and Per Diem be understood as providers attempt to mesh funding and 
funders’ requirements. It is not a perfect process and each is different and often 
challenging. 

• Suggested Options of Service Payment: 
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1. Provider prepares an expense budget reflecting housing and services expenses 
they want the VA to pay for. The provider is then monitored according to that 
proposed budget and the services those expenses covered. VA is flexible and 
helpful as circumstances require adjustments. Cost is impacted by the level 
and type of service. 

2. Determine a housing base per diem and then two or three levels of service per 
diem as an overlay (basic to more intensive). 

3. Determine outcomes desired and steps to arrive at those outcomes. Then deter- 
mine cost and pay the provider monthly iVi 2 .) of budget if 80 percent of out- 
comes are being met or if veterans are moving toward independence that 
month (documented). Volunteers of America of Florida has two pilots of this 
nature with the State Department of Children and Families, Office of Sub- 
stance Abuse and Mental Health. It has a remarkable impact on how services 
are delivered! 

Note: The VA must pay their portion of administrative overhead based on a 
reasonable percent. It costs a viable organization between 12 and 25 percent 
(12-25 percent) of administrative costs — the higher percent for the smaller or- 
ganization. 

The flexibility we build now, in this program, should also be with an eye to the 
future when we will be focused on a new era of veterans with a whole new set of 
circumstances and needs. Our work over the last decade has been primarily with 
homeless veterans who served during the Vietnam era. Veterans now returning 
from Operation Iraqi Freedom or Operation Enduring Freedom should benefit from 
the lessons we have learned in developing support and interventions. Our returning 
troops have Post Traumatic Stress Disorder, Traumatic Brain Injury, and other seri- 
ous mental health/substance abuse disorders which will require services on a longer 
term basis. Please consider the need for permanent supported housing for these vet- 
erans. As we work together to address program improvements, we will be better 
prepared to continue to meet the needs of current homeless veterans and wisely an- 
ticipate the needs of our returning troops. 

In closing, I hope the pressure on the Grant and Per Diem Program will lift so 
the staff can more effectively advance the Program goals. We all need to be more 
secure in what we are doing and why we are doing it! When we embrace common 
goals to serve and support homeless veterans, and reach out with a sincere helping 
hand, powerfully positive outcomes will result. 

Thank you for the opportunity to share my views on this important and worth- 
while program. I hope my comments are representative of other providers or that 
their opinions are represented in the comments of my other colleagues testifying 
with me today. 


Prepared Statement of Daniel Bertoni, Director, 

Education, Workforce, and Income Security Issues, 

U.S. Government Accountability Office 

Homeless Veterans Programs — Bed Capacity, Service and Communication 
Gaps Challenge the Grant and Per Diem Program 

GAO Highlights 

Why GAO Did This Study 

The Subcommittee on Health of the Committee on Veterans’ Affairs asked GAO 
to discuss its recent work on the Department of Veterans Affairs’ (VA) Homeless 
Providers Grant and Per Diem (GPD) program. 

GAO reported on this subject in September 2006, focusing on (1) VA’s estimates 
of the number of homeless veterans and transitional housing beds, (2) the extent 
of collaboration involved in the provision of GPD and related services, and (3) VA’s 
assessment of program performance. 

What GAO Found 

VA estimates that about 196,000 veterans nationwide were homeless on a given 
night in 2006, based on its annual survey, and that the number of transitional beds 
available through VA and other organizations was not sufficient to meet the needs 
of eligible veterans. The GPD program has quadrupled its capacity to provide transi- 
tional housing for homeless veterans since 2000, and additional growth is planned. 
As the GPD program continues to grow, VA and its providers are also grappling 
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with how to accommodate the needs of the changing homeless veteran population 
that will include increasing numbers of women and veterans with dependents. 

The GPD providers we visited collaborated with VA, local service organizations, 
and other State and Federal programs to offer a broad array of services designed 
to help veterans achieve the three goals of the GPD program — residential stability, 
increased skills or income, and greater self-determination. However, most GPD pro- 
viders noted key service and communication gaps that included difficulties obtaining 
affordable permanent housing and knowing with certainty which veterans were eli- 
gible for the program, how long they could stay, and when exceptions were possible. 

VA data showed that many veterans leaving the GPD program were better off in 
several ways — over half had successfully arranged independent housing, nearly one- 
third had jobs, one-quarter were receiving benefits, and significant percentages 
showed progress with substance abuse, mental health or medical problems or dem- 
onstrated greater self-determination in other ways. Some information on how vet- 
erans fare after they leave the program was available from a onetime follow-up 
study of 520 program participants, but such data are not routinely collected. 

We recommended that VA take steps to ensure that GPD policies and procedures 
are consistently understood and to explore feasible means of obtaining information 
about the circumstances of veterans after they leave the GPD program. VA con- 
curred and, following our review, has taken several steps to improve communica- 
tions and to develop a process to track veterans’ progress shortly after they leave 
the program. However following up at a later point might yield a better indication 
of success. 


Mr. Chairman and Members of the Subcommittee: 

Thank you for inviting me here today to discuss the Homeless Providers Grant 
and Per Diem (GPD) program, the largest program of its kind administered by the 
Department of Veterans Affairs (VA). On any given night in the United States, an 
estimated 750,000 people, including veterans, are homeless and may sleep on the 
streets or in shelters. Veterans constitute about one-third of the adult homeless pop- 
ulation, and many veterans who are not yet homeless may be at risk. To address 
the needs of these homeless veterans, VA officials told us that through the GPD pro- 
gram they fund over 300 grants to local agencies to house ^proximately 15,000 
homeless veterans over the course of a year at a cost of about S95 million. The pro- 
gram is not designed to serve all homeless veterans — it focuses on transitional hous- 
ing and supportive services for veterans who are most in need, including those who 
have had problems with mental illness, substance abuse, or both. 

My statement draws on GAO’s report on this program issued in September 2006 
that reviewed (1) VA’s estimates of the number of homeless veterans and transi- 
tional housing beds, (2) the extent of collaboration involved in the provision of GPD 
and related services, and (3) VA’s assessment of program performance. ^ I have also 
included information we obtained in following up on VA’s efforts to implement our 
recommendations. 

In summary, VA reported in 2006 that about 196,000 veterans were homeless and 
that not enough transitional beds were available through VA and other organiza- 
tions to meet the needs of homeless veterans eligible to use this assistance. To help 
meet these needs, the GPD program has quadrupled its capacity since 2000 to about 
8,200 beds, and additional growth is planned. In addition to increasing transitional 
bed capacity, VA and its providers are also grappling with how to accommodate the 
needs of the changing homeless veteran population that will include increasing 
numbers of women and veterans with dependents. When we met with GPD pro- 
viders who operate the program and their local VA liaisons, we found that they were 
working collaboratively with other organizations to deliver supportive services, but 
most also noted key resource and communications gaps. Specifically, providers re- 
ported difficulties finding affordable permanent housing for veterans ready to leave 
the program. In addition the eligibility rules for the GPD program were not always 
clear, a fact that could cause confusion and could keep veterans from obtaining 
needed care. VA data showed that many veterans were better off in terms of hous- 
ing; employment; receipt of public benefits; and progress with substance abuse, 
mental health, or medical problems at the time they left the program, but VA did 
not know how they were faring months or years later. 


^GAO, Homeless Veterans Programs: Improved Communications and Follow-up Could Fur- 
ther Enhance the Grant and Per Diem Program, GAO— 06-859 (Washington, D.C. Sept. 11, 
2006). 
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We recommended that VA take steps to ensure that GPD policies and procedures 
are consistently understood and to explore feasible means of obtaining information 
about the circumstances of veterans after they leave the GPD program. VA con- 
curred and, following our review, has taken several steps to improve communica- 
tions and to develop a process to track veterans’ progress shortly after they leave 
the program. However following up at a later point might yield a better indication 
of success. 

Background 

The GPD program is one of six housing programs for homeless veterans adminis- 
tered by the Veterans Health Administration, which also undertakes outreach ef- 
forts and provides medical treatment for homeless veterans. ^ VA officials told us in 
Fiscal Year 2007 they spent about $95 million on the GPD program to support two 
basic types of grants — capital grants to pay for the buildings that house homeless 
veterans and per diem grants for the day-to-day operational expenses. ^ Capital 
grants cover up to 66 percent of housing acquisition, construction, or renovation 
costs. The per diem grants pay a fixed dollar amount for each day an authorized 
bed is occupied by an eligible veteran up to the maximum number of beds allowed 
by the grant — in 2007 the amount cannot exceed $31.30 per person per day. VA 
pays providers after they have housed the veteran, on a cost reimbursement basis. 
Reimbursement may be lower for providers whose costs are lower or are offset by 
funds for the same purpose from other sources. 

Through a network of over 300 local providers, consisting of nonprofit or public 
agencies, the GPD program offers beds to homeless veterans in settings free of 
drugs and alcohol that are supervised 24 hours a day, 7 days a week. Most GPD 
providers have 50 or fewer beds available, with the majority of providers having 25 
or fewer. Program rules generally allow veterans to stay with a single GPD provider 
for 2 years, but extensions may be granted when permanent housing has not been 
located or the veteran requires additional time to prepare for independent living. 
Providers, however, have the flexibility to set shorter timeframes. In addition, vet- 
erans are generally limited to a total of three stays in the program over their life- 
time, but local VA liaisons may waive this limitation under certain circumstances. 
The program’s goals are to help homeless veterans achieve residential stability, in- 
crease their income or skill levels, and attain greater self-determination. 

To meet VA’s minimum eligibility requirements for the program, individuals must 
be veterans and must be homeless. A veteran is an individual discharged or released 
from active military service. The GPD program excludes individuals with a dishon- 
orable discharge, but it may accept veterans with shorter military service than re- 
quired of veterans who seek VA health care. A homeless individual is a person who 
lacks a fixed, regular, adequate nighttime residence and instead stays at night in 
a shelter, institution, or public or private place not designed for regular sleeping ac- 
commodations. GPD providers determine if potential participants are homeless, 
but local VA liaisons determine if potential participants meet the program’s defini- 
tion of veteran. VA liaisons are also responsible for determining whether veterans 
have exceeded their lifetime limit of three stays in the GPD program and for issuing 
a waiver to that rule when appropriate. Prospective GPD providers may identify ad- 
ditional eligibility requirements in their grant documents. 

While program policies are developed at the national level by VA program staff, 
the local VA liaisons designated by VA medical centers have primary responsibility 
for communicating with GPD providers in their area. VA reported that in Fiscal 
Year 2007, there were funds to support 122 full-time liaisons. ® 

VA Has Expanded GPD Program Capacity to Help Meet Homeless Veterans’ 
Needs, but Demand Still Exceeds Supply 

Since Fiscal Year 2000, VA has quadrupled the number of available beds and sig- 
nificantly increased the number of admissions of homeless veterans to the GPD pro- 


2 The other five programs are the Contracted Residential Treatment Program, the Domiciliary 
Residential Rehahilitation and Treatment Program, the Compensated Work Therapy/Transi- 
tional Residence Program, the Loan Guarantee for Multifamily Transitional Housing, and the 
Housing and Urban l5evelopment-VA Supported Housing program. 

3 On a limited basis, special needs grants are available to cover the additional costs of serving 
women, frail elderly, terminally ill, or chronically mentally ill veterans. 

'^The definitions appear at 42 U.S.C. § 11302 and 38 C.F.R. § 61.1. 

^ Liaisons told us in 2006 that they experienced large caseloads and multiple GPD responsibil- 
ities — including eligibility determination, verification of intake and discharge information, case 
management, fiscal oversight, monitoring program compliance and inspections of GPD facilities, 
among other duties. To address some of these concerns, VA obtained funding to increase the 
number of full-time positions to 122. 
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gram in order to address some of the needs identified through its annual survey of 
homeless veterans. In Fiscal Year 2006, VA estimated that on a given night, about 
196,000 veterans were homeless and an additional 11,100 transitional heds were 
needed to meet homeless veterans’ needs. However, this need was to be met through 
the combined efforts of the GPD program and other Federal, state, or community 
programs that serve the homeless. VA had the capacity to house about 8,200 vet- 
erans on any given night in the GPD program. Over the course of the year, because 
some veterans completed the program in a matter of months and others left before 
completion, VA was able to admit about 15,400 veterans into the program, as shown 
in figure 1. Despite VA rules allowing stays of up to 2 years, veterans remained in 
the GPD program an average of 3 to 5 months in Fiscal Year 2006. 

Figure 1 — Numbers of GPD Admissions and Beds in 
Fiscal Years 2000 and 2006 


Number 


16,000 15,400 



Fiscal year 2000 
Fiscal year 2006 


The need for transitional housing beds continues to exceed capacity, according to 
VA’s annual survey of local areas served by VA medical centers. The number of 
transitional beds available nationwide from all sources increased to 40,600 in Fiscal 
Year 2006, but the need for beds increased as well. As a result, VA estimates that 
about 11,100 more beds are needed to serve the homeless, as shown in table 1. VA 
officials told us that they expect to increase the bed capacity of the GPD program 
to provide some of the needed beds. 
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Table 1 — ^Available and Needed Transitional Beds for 
Homeless Veterans, Fiscal Year 2006 


Available and Needed Transitional Beds 

FY 2006 

Transitional beds needed 

51,700 

Total transitional beds available, including GPD 

40,600 

Additional beds still needed 

11,100 


Source: GAO analysis of VA’s annual survey estimates rounded to nearest 100. 


Most homeless veterans in the program had struggled with alcohol, drug, medical 
or mental health problems before they entered the program. Over 40 percent of 
homeless veterans seen by VA had served during the Vietnam era, and most of the 
remaining homeless veterans served after that war, including at least 4,000 who 
served in military or peacekeeping operations in the Persian Gulf, Afghanistan, 
Iraq, and other areas since 1990. About 50 percent of homeless veterans were be- 
tween 45 and 54 years old, with 30 percent older and 20 percent younger. African- 
Americans were disproportionately represented at 46 percent, the same percentage 
as non-Hispanic whites. Almost all homeless veterans were men, and about 76 per- 
cent of veterans were either divorced or never married. 

An increasing number of homeless women veterans and veterans with dependents 
are in need of transitional housing according to VA officials and GPD providers we 
visited. The GPD providers told us in 2006 that women veterans had sought transi- 
tional housing; some recent admissions had dependents; and a few of their beds 
were occupied by the children of veterans, for whom VA could not provide reim- 
bursement. VA officials said that they may have to reconsider the type of housing 
and services that they are providing with GPD funds in the future, but currently 
they provide additional funding in the form of special needs grants to a few GPD 
programs to serve homeless women veterans. 

GPD Providers Collaborate to Offer a Range of Serviees, but Faee Chal- 
lenges in Helping Veterans 

VA’s grant process encourages collaboration between GPD providers and other 
service organizations. Addressing homelessness — particularly when it is com- 
pounded by substance abuse and mental illness — is a challenge involving a broad 
array of services that must be coordinated. To encourage collaboration, VA’s grants 
process awards points to prospective GPD providers who demonstrate in their grant 
documents that they have relationships with groups such as local homeless net- 
works, community mental health or substance abuse agencies, VA medical centers, 
and ancillary programs. The grant documents must also specify how providers will 
deliver services to meet the program’s three goals — residential stability, increased 
skill level or income, and greater self-determination. 

The GPD providers we visited often collaborated with VA, local service organiza- 
tions, and other State and Federal programs to offer the broad array of services 
needed to help veterans achieve the three goals of the GPD program. Several pro- 
viders worked with the local homeless networks to identify permanent housing re- 
sources, and others sought Federal housing funds to build single-room occupancy 
units for temporary use until more permanent long-term housing could be devel- 
oped. ® All providers we visited tried to help veterans obtain financial benefits or 
employment. Some had staff who assessed a veteran’s potential eligibility for public 
benefits such as food stamps. Supplemental Security Income, or Social Security Dis- 
ability Insurance. Other providers relied on relationships with local or State officials 
to provide this assessment, such as county veterans’ service officers who reviewed 
veterans’ eligibility for State and Federal benefits or employment representatives 
who assisted with job searches, training, and other employment issues. GPD pro- 
viders also worked collaboratively to provide health care-related services — such as 
mental health and substance abuse treatment, and family and nutritional coun- 
seling. While several programs used their own staff or their partners’ staff to pro- 


® Through the local Continuum of Care networks, the Department of Housing and Urban De- 
velopment contracts with public housing agencies for the rehabilitation of residential properties 
that provide multiple single-room dwelling units. These agencies make Section 8 rental assist- 
ance payments generally covering the difference between a portion of the tenant’s income (nor- 
mally 30 percent) and the unit’s rent to participating owners (i.e., landlords) on behalf of home- 
less individuals who rent the rehabilitated dwellings. 
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vide mental health or substance abuse services and counseling directly, some GPD 
providers referred veterans offsite — typically, to a VA local medical center. 

Despite GPD providers’ efforts to collaborate and leverage resources, GPD pro- 
viders and VA staff noted gaps in key services and resources, particularly affordable 
permanent housing for veterans ready to leave the GPD program. Providers also 
identified lack of transportation, legal assistance, affordable dental care, ^ and im- 
mediate access to substance abuse treatment facilities as obstacles for transitioning 
veterans out of homelessness. VA staff in some of the GPD locations we visited told 
us that transportation issues made it difficult for veterans to get to medical appoint- 
ments or employment-related activities. While one GPD provider we visited was 
able to overcome transportation challenges by partnering with the local transit com- 
pany to obtain subsidies for homeless veterans, transportation remained an issue for 
GPD providers that could not easily access VA medical centers by public transit. 
Providers said difficulty in obtaining legal assistance to resolve issues related to 
criminal records or credit problems presented challenges in helping veterans obtain 
jobs or permanent housing. In addition, some providers expressed concerns about 
obtaining affordable dental care and about wait lists for veterans referred to VA for 
substance abuse treatment. 

We found that some providers and staff did not fully understand certain GPD pro- 
gram policies — which in some cases may have affected veterans’ ability to get care. 
For instance, providers did not always have an accurate understanding of the eligi- 
bility requirements and program stay rules, despite VA’s efforts to communicate its 
program rules to GPD providers and VA liaisons who implement the program. Some 
providers were told incorrectly that veterans could not participate in the GPD pro- 
gram unless they were eligible for VA health care. Several providers understood the 
lifetime limit of three GPD stays but may not have known or believed that VA had 
the authority to waive this rule. ® As a consequence, we recommended that VA take 
steps to ensure that its policies are understood by the staff and providers with re- 
sponsibility for implementing them. 

In response to our recommendation that VA take steps to ensure that its policies 
are understood by the staff and providers with responsibility for implementing 
them, VA took several steps in 2007 to improve communications with VA liaisons 
and GPD providers, such as calling new providers to explain policies and summa- 
rizing their regular quarterly conference calls on a new Web site, along with new 
or updated manuals. Language on the number and length of allowable stays in the 
providers’ guide has not changed, however. 

VA Data Show Many Veterans Have Housing and Jobs on Leaving the Pro- 
gram and Plans Are Under Way for Follow-up 

VA assesses performance in two ways — the outcomes for veterans at the time they 
leave the program and the performance of individual GPD providers. VA’s data 
show that since 2000, a generally steady or increasing percentage of veterans met 
each of the program’s three goals at the time they left the GPD program. 

Since 2000, proportionately more veterans are leaving the program with housing 
or with a better handle on their substance abuse or health issues. During 2006, over 
half of veterans obtained independent housing when they left the GPD program, 
and another quarter were in transitional housing programs, halfway houses, hos- 
pitals, nursing homes, or similar forms of secured housing. ® Nearly one-third of vet- 
erans had jobs, mostly on a full-time basis, when they left the GPD program. One- 
quarter were receiving VA benefits when they left the GPD program, and one-fifth 
were receiving other public benefits such as Supplemental Security Income. Signifi- 
cant percentages also demonstrated progress in handling alcohol, drug, mental 
health, or medical problems and overcoming deficits in social or vocational skills. 
For example, 67 percent of veterans admitted with substance problems showed 
progress in handling these problems by the time they left. Table 2 indicates the 
numbers or percentages involved. 


"^VA issued a directive for a onetime dental care opportunity for homeless veterans (VHA Di- 
rective 2002—080) in line with 38 U.S.C. § 101 note. VA officials told us that funding was pro- 
vided in 2006 to implement this directive. 

®VA may waive the lifetime limit on program stays if the services offered are different from 
those previously provided and may lead to a successful outcome. The VA liaisons must review 
and approve or deny the waiver based on their best clinical assessment of the individual case. 

^Independent housing comprises apartments, rooms, or houses. While independent housing 
may be a more desirable outcome, for some veterans, including those with severe disabilities, 
secured housing may be more appropriate. 
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Table 2 — Number Served by VA’s Health Care for Homeless Veterans and 
Grant and Per Diem Program and Veterans’ Outcomes, Fiscal Years 2000 
and 2006 


Participants Served and Outcomes 

2000 

2006 

Number of 



• veterans treated by VA’s Health Care for Homeless Vet- 
erans’ (HCHV) staff 

43,082 

60,857 

• intake assessments of homeless veterans by HCHV 
staffs 

34,206 

38,667 

• admissions of veterans to GPDs 

4,841 

15,433 

• discharges from GPDs 

4,020 

15,037 b 

Days a veteran stays at a GPD, on average 

91 

139 

Housing stability outcomes: 

Number of discharges from GPDs with 



• independent housing 

1,163 

7,723 

• placement in halfway house or institution such as hos- 
pital, nursing home, or domiciliary 

991 

3,648 

Increased income or skills outcomes: 

Number of discharges from GPDs with 



• full-time or part-time employment 

1,404 

4,766 

• VA benefits ^ 

Not Available 

3,648 

• Other public benefits ^ 

Not Available 

3,001 

Greater self-determination outcomes: Percentage of dischar- 
ges from GPDs with 



• improved alcohol, drug, mental health® 

38-42 

60-67 

• improved medical, social/vocational condition ® 

43-46 

57-62 

• success in meeting GPD provider requirements 

30 

47 


Source: GAO analysis of VA data aggregated from individual discharge forms completed by VA or GPD pro- 
viders for veterans at the time they leave the program and compiled in annual reports by VA’s evaluation cen- 
ter. 

® Intake assessments are completed by HCHV staff when they first encounter a homeless veteran, unless the 
contact is casual and no services are offered or referrals made. After a year, new assessments are required if 
VA care or services are provided and VA staff have not been working with the veteran. 

'^Number of discharges with complete data on their status is 14,710 and is used to calculate all numbers 
below. 

‘^Mean is shown. Median is 81 days. 

^ Numbers shown here include veterans who receive both types of benefits as well as those who receive only 
the designated benefits. 

^Percentages are ranges showing the highest and lowest of each of two or three outcome measures. 


VA’s Office of Inspector General (OIG) found when it visited GPD providers in 
2006-2006 that VA officials had not been consistently monitoring the GPD pro- 
viders’ annual performance as required. The GPD program office has since moved 
to enforce the requirement that VA liaisons review GPD providers’ performance 
when the VA team comes on-site each year to inspect the GPD facility. 

To assess the veterans’ success, VA has relied chiefly on measures of veterans’ 
status at the time they leave the GPD program rather than obtaining routine infor- 
mation on their status months or years later. In part, this has been due to concerns 
about the costs, benefits, and feasibility of more extensive follow-up. However, VA 
completed a onetime study in January 2007 that a VA official told us cost about 
$1.5 million. The study looked at the experience of a sample of 520 veterans who 
participated in the GPD program in five geographic locations, including 360 who re- 
sponded to interviews a year after they had left the program. Generally, the find- 


i*’ Veterans Affairs Office of Inspector General, Evaluation of the Veterans Health Administra- 
tion Homeless Grant and Per Diem Program, Report No. 04-00888-215 (Washington, D.C.: Sept. 
20, 2006). 
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ings confirm that veterans’ status at the time they leave the program can be main- 
tained. 

We recommended that VA explore feasible and cost-effective ways to obtain infor- 
mation on how veterans are faring after they leave the program. We suggested that 
where possible they could use data from GPD providers and other VA sources, such 
as VA’s own follow-up health assessments and GPD providers’ follow-up information 
on the circumstances of veterans 3 to 12 months later. VA concurred and told us 
in 2007 that VA’s Northeast Program Evaluation Center is piloting a new form to 
be completed electronically by VA liaisons for every veteran leaving the GPD pro- 
gram. The form asks for the veterans’ employment and housing status, as well as 
involvement, if any, in substance abuse treatment, 1 month after they have left the 
program. While following up at 1 month is a step in the right direction, additional 
information at a later point would yield a better indication of longer term success. 

Mr. Chairman, this concludes my remarks. I would be happy to answer any ques- 
tions that you or other Members of the Subcommittee may have. 

Contact and Acknowledgements 

For further information, please contact Daniel Bertoni at (202) 512-7215. Also 
contributing to this statement were Shelia Drake, Pat Elston, Lise Levie, Nyree M. 
Ryder, and Charles Willson. 


Prepared Statement of George Basher, Chair, 

Advisory Committee on Homeless Veterans, 

U.S. Department of Veterans Affairs, 
and Director, New York State Division of Veterans’ Affairs 

Chairman Michaud and Members of the Subcommittee: 

I am pleased to be here today to discuss the VA Grant and Per Diem program 
serving homeless veterans. I thank you for the invitation to testify before the Sub- 
committee and discuss this worthy program. I have had the honor of serving as the 
Director of the New York State Division of Veterans’ Affairs for the past 10 years 
and also currently serve as the Chair of the Department of Veterans Affairs Advi- 
sory Committee on Homeless Veterans. In both of these roles I have had an oppor- 
tunity to witness not only the benefits of this program to those veterans who need 
a hand getting back on their feet but also the challenges it brings to the provider 
community. Recent estimates by the National Alliance to End Homelessness 
(NAEH) place the number of homeless individuals in the United States at 750,000. 
VA estimates the number of homeless veterans to be approximately 180,000, making 
homeless veterans one quarter of the entire homeless population. 

Established by Congress in 1992, the Grant and Per Diem (GPD) program has 
provided nearly 10,000 transitional beds for homeless veterans through the efforts 
of over 300 community-based providers. These community- and faith-based organi- 
zations provide shelter, food, and supportive services to homeless veterans for up 
to 2 years for a per diem currently set at a meiximum of $31.30 per day. 

Originally designed to meet the needs of Vietnam era veterans, I believe it is time 
to revisit the Grant and Per Diem program in light of the need to also serve the 
veterans of the current conflict as well as those older veterans. VA estimates they 
have already seen over 1500 OEF/OIF veterans in various settings with several 
hundred referred to GPD providers for assistance. 

The VA Advisory Committee on Homeless Veterans in its recent report discussed 
concerns about GPD. Specifically: 

1. The VA GPD program uses a process to reimburse providers designed like the 
system VA uses to reimburse State Governments for the State Home program. 
The Advisory Committee is concerned this capped process discourages pro- 
viders in high-cost areas from even applying. The current $31.30 rate is based 
in law on the rate paid to State Home programs. There is no basis in fact for 
the $31.30 rate in the State Home program and no defined rationale for deter- 
mining that figure. Additionally, the current process does not allow the use of 
other Federal funds without offset by VA. While the State Home program rules 
were recently changed to allow this, the restriction still applies to GPD pro- 
grams. 

2. The accounting process required for reimbursement is a burden on small com- 
munity-based providers. Asking this group to meet the same level of expertise 
as State Governments with large accounting staff is unreasonable and discour- 
ages participation. Additionally, recent audits of some providers have led to al- 
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legations of significant overpayments — sometimes years after the fact — based 
on differing interpretations of allowable expenses. 

3. Community based GPD providers frequently use other Federal programs to 
augment the services provided to veterans. Current GPD regulations do not 
allow these funds to be used as a match for VA programs, often discouraging 
participation. Conversely, other Federal programs do allow VA funds to be used 
as a match, creating a disincentive to participate in VA programs. 

The Advisory Committee recommended the Per Diem be revised to allow pay- 
ments to be related to service costs rather than a capped rate, allowing higher cost 
areas where homeless veterans are often numerous to participate. 

The Advisory Committee also recommended allowing other Federal funds to be 
used as a match to VA funds and also allow other Federal funds to be used without 
offset. 

Incorporated in these recommendations is the implied recommendation that the 
current burdensome accounting process would be scrapped and replaced by a sim- 
pler mechanism to provide reimbursement and protect the taxpayer’s interest. Pay- 
ing a fee-for-services provided meets the needs of both the veteran client and the 
providers without placing an undue burden on either the providers or the Govern- 
ment. 

Beyond adjustments to the existing Grant and Per Diem program, other related 
concerns need to be addressed. Historically, most homeless and housing services 
have been provided by the U.S. Department of Housing and Urban Development 
(HUD) and the U.S. Department of Health and Human Services (HHS). VA housing 
initiatives have focused almost exclusively on transitional housing, reasoning that 
traditional VA programs coupled with GPD support services were all that was need- 
ed to return homeless veterans to a permanent housing environment. With 20 years 
experience in homeless veteran programs, we now know this is a simplistic view. 
Veterans with the co-morbidity of substance abuse and behavioral health disorders 
are frequently incapable of making the jump from transitional housing and pro- 
grams to self-sufficiency. Experience has again taught that supportive permanent 
housing is often the most effective and economical way to have these individuals re- 
enter the mainstream. The existing HUD-VASH program providing Section 8 
vouchers is woefully inadequate due to a lack of specific appropriations for the pro- 
gram by HUD. The Advisory Committee has recommended to VA that HUD-VASH 
be expanded and further that VA look for opportunities to partner with HUD and 
other agencies to find innovative ways to bring permanent housing and supportive 
services to veterans. Consideration should be given to site-based Section 8 vouchers 
as a way to provide those services on an ongoing basis by community based pro- 
viders. Success of programs such as New York City’s New York, NY III initiative 
have demonstrated an integrated approach can provide positive results at an afford- 
able cost. 

The still ongoing Capital Asset Realignment for Enhanced Services (CARES) proc- 
ess VA is using to identify capital requirements for the next 20 years has identified 
a significant amount of surplus VA land and facilities. One of the Advisory Com- 
mittee recommendations was to have VA make reuse of this land for veteran hous- 
ing a priority. VA officials contend that the existing Enhanced Use Lease (EUL) pro- 
gram is adequate to meet that need, but experience shows the EUL to be a time 
consuming, cumbersome process fraught with opportunity for delay and lost oppor- 
tunities. The Department of Defense Base Realignment and Closure (BRAC) process 
is much more efficient in terms of making reuse opportunities reality in a reason- 
able period of time. 

There is a growing concern regarding women veterans. With women now making 
up nearly 20 percent of today’s military, VA programs are being accessed by an in- 
creasing number of women veterans, including programs for homeless veterans. 

There are unique challenges in this shift. Most VA programs were designed when 
the military was nearly exclusively male, necessitating changes by the Veterans 
Health Care Administration to facilities and procedures that are ongoing even 
today. Transitional housing programs for women veterans are rare, given the rel- 
atively low numbers involved and the economies of scale needed to provide services. 
Issues of safety and appropriateness of facilities likewise challenge traditional 
homeless service providers. 

Another consideration is the authority of VA to only care for the veteran. Children 
who have no other parent to care for them also often accompany the increasing 
number of women veterans. Accessing VA services by these veterans means leaving 
children with other relatives or non-family caregivers; a difficult choice that often 
leads to walking away from VA care and looking for help elsewhere. VA should ex- 
plore ways to cope with the changing demographics of the military and adjust ac- 
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cordingly, either in partnership with other agencies or through programmatic 
changes of its own. 

The VA Grant and Per Diem program has provided a valuable service to homeless 
veterans over the past 15 years. Adjusting the program in light of experience is ap- 
propriate; creating new policy to meet the needs of returning veterans from the cur- 
rent conflict is a necessity. 

Mr. Chairman, this concludes my formal remarks. I appreciate the opportunity to 
present my views and am prepared to answer any questions you or Members of the 
Subcommittee may have. Thank you. 


Prepared Statement of Pete Dougherty, Direetor, 

Homeless Veterans Programs, Veterans Health Administration, 

U.S. Department of Veterans Affairs 

Mr. Michaud, and Members of the Subcommittee: 

I am pleased to be here today to discuss the Department of Veterans Affairs’ (VA) 
Grant and Per Diem program. This program is VA’s largest and most comprehensive 
collaboration with more than 300 communities, faith based non-profit organizations, 
state, local and tribal Governments. I am pleased to be accompanied by Mr. Paul 
Smits, Director of Homeless and Residential Rehabilitation Programs within the 
Veterans Health Administration. 

I would like to thank you for inviting us to join in today’s hearing. I am always 
reminded that the efforts to engage hundreds of community and faith-based service 
providers began with this Committee when in July 1992, the House passed HR 
5400, the Homeless Veterans Comprehensive Service Programs Act 1992. Later that 
year, the Senate also passed that legislation and it was signed into law by President 
George H. W. Bush on November 10, 1992. 

The 102nd Congress acted upon a concern that veterans were appearing in a dis- 
proportionately high percentage among what was seem as an ever increasing num- 
ber of Americans who were homeless. Congress also found that veterans were not 
able to access existing efforts to assist the homeless. Since the provision of that au- 
thorization required specific appropriation, which took another year to accomplish, 
VA did not offer its first Notice of Funding Availability until 1994 when we awarded 
16 grants in September, 1994. Since that time each year, we have offered one or 
more notices of funding availability and today we now have more than 450 pro- 
grams that have authorized 11,000 beds. As of September 2007, we have over 300 
programs and 8,000 beds in service today. The remaining 3,000 beds are expected 
to come into service as soon as needed construction, renovation or repairs have been 
completed. VA must also complete its inspection of the physical facility to ensure 
that the program is ready to open with appropriate staffing and operational plans. 

As you know, VA will soon announce awards under its latest notice of Funding 
Availability. We expect that we will be able to add 950 beds under this pro^am. 
We have continued to offer new funding because of our great faith in the ability of 
many community providers to provide high quality services to veterans. Our goal, 
based upon this Congress’ mandate, is to end chronic homelessness among veterans. 
We have made good strides in achieving that goal and we simply would not be able 
to do it without our community-based partners. 

It is troubling when veterans or their families become homeless, especially in light 
of the service these brave men and women have made to our country. Our efforts, 
since the initial programs, have been to create positive partnerships. VA is com- 
mitted to working with local communities to find those veterans through outreach 
programs. VA is committed to provide the care and services they need in order to 
facilitate their return to productive lives in their communities. 

Our efforts are national as well as local. We partner with other Federal agencies, 
national, state, local, tribal Governments, local non-profits and faith based commu- 
nity providers. Each year, we provide health care services to more then 100,000 
homeless veterans. We do not sit and wait for homeless veterans to come to us. We 
reach out to homeless veterans in shelters, soup kitchens, in parks, on the streets, 
and other places homeless persons frequent, including stand downs for homeless 
veterans. We have dedicated over 330 of our own staff who work collaboratively in 
communities across the country to find homeless veterans. 

Mr. Chairman, we understand that this Committee is very interested in the effec- 
tiveness of our Homeless Grant and Per Diem program to serve veterans. The num- 
ber of veterans being seen has increased and we have every intention to continue 
to increase the availability of transitional housing. We have rapidly increased the 
number of beds since last year. We expect to add nearly 2,700 before the end of the 
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year. Our performance measures to increase access and availability to both primary 
health care and specialty care within 30 and 60 days are showing great success. We 
are adding substance abuse counselors on-site of the community programs. In addi- 
tion, we are increasing the number of veterans in community programs getting den- 
tal care, adding VA staff to work with community programs both in the form of re- 
entry specialists working with veterans returning from incarceration, and fulltime 
health care network coordinators. These efforts are increasingly showing positive re- 
sults. 

In Fiscal Year 2006, VA provided transitional housing services to nearly 15,500 
homeless veterans. This year, we anticipate that before the end of this Fiscal Year, 
we will serve more than 18,000 veterans. We anticipate that the number of veterans 
will continue to increase as programs already approved begin to provide direct serv- 
ices. 

We have been closely monitoring and aggressively reaching out to ensure that 
those men and women who have served in the war in Iraq and Afghanistan are seen 
and offered appropriate services. During the past 3 years, we have seen more than 
1,500 veterans who served in Iraq and Afghanistan through our outreach efforts and 
more than 400 have sought our assistance and heen placed in a VA or VA supported 
community based treatment program. 

As the Committee knows, VA can provide up to $31.30 for each day of care a vet- 
eran receives in a Transitional Housing program approved under VA’s Homeless 
Providers Grant and Per Diem Program. We are aware that there are concerns 
about how we make payments to providers under the Grant and Per Diem Program, 
and that as a result of these concerns, H.R. 2699 was introduced to make a number 
of amendments to the program. Although the Department transmitted our views on 
H.R. 2699 to Congress on August 19, 2007, I would like to take advantage of this 
opportunity to discuss VA’s position on the different provisions of the bill. 

Section 1 of that bill would eliminate the statutory offset for other, outside sources 
of income when calculating the amount of a grantee’s per diem payment. While we 
support this provision and appreciate the need for such a measure, we remain con- 
cerned that H.R. 2699, as written, could result in a grantee-provider receiving more 
than 100 percent of its costs for furnishing services to homeless veterans. We there- 
fore recommend that Congress amend that provision to ensure safeguards to pre- 
vent such an occurrence. 

Section 2 would require the Secretary to carry out a demonstration program in 
at least three locations for the purpose of identifying members of the Armed Forces 
on active duty who are at risk of becoming homeless after they are discharged or 
released from active duty. The demonstration program would also have to include 
the provision (either directly or by contract) of referral, counseling, and supportive 
services to help those members, upon becoming veterans, from becoming homeless. 
Section 2 would further require the Secretary to consult with the Secretary of De- 
fense and other appropriate officials in developing and implementing the criteria for 
identifying those members who are at-risk of becoming homeless. Finally, Section 
2 would authorize the demonstration program up to September 30, 2011, and it 
would also authorize $2 million to be appropriated to carry out the program. 

VA supports Section 2. Research and related literature in this area suggest that 
prevention activities may be of value in identifying high-risk individuals and pre- 
venting them from becoming homeless. The challenge, of course, is in our ability to 
consult with others and, to identify criteria that can be used to successfully identify 
those service members who are at high-risk of becoming homeless once they leave 
the service. The demonstration program would help to add evidence to the current 
body of research and help us to determine whether this type of approach is effective 
in reducing the incidence of homelessness among recently discharged veterans. 

The cost of Section 2, if enacted, would be insignificant and absorbed within the 
current budget. 

Section 3 would extend, until September 30, 2011, VA’s current program of refer- 
ral and counseling for veterans who are transitioning from certain institutions and 
who are at risk for homelessness and will eliminate the program’s demonstration 
status. Section 3 would also expand the program to include at least six more loca- 
tions, thereby requiring a minimum of 12 sites. 

VA defers to the views of the Department of Labor (DOL), which administers this 
program. DOL’s staff advise us that they believe that the Incarcerated Veterans 
Transition Program pilot stage played an important and successful role in reducing 
recidivism among transitioning veterans who have been incarcerated. 

Section 4 would authorize grants awarded under the Homeless Providers Grant 
and Per Diem Program to be used by service centers to meet staffing requirements. 
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VA supports Section 4 in principle. However, we recommend that the bill be modi- 
fied so that funding is based on increased per diem payments rates for the service 
center, not provided to the center in the form of a grant. 

Section 5 would require the Secretary to take appropriate actions to ensure that 
the Domiciliary Care programs are adequate, in terms of capacity and safety, for 
women veterans. 

VA supports Section 5. VA has increased, and will continue to increase, the devel- 
opment of women specific residential treatment programs in VA’s domiciliary pro- 
gram. This focus will include efforts to develop new programs for women veterans, 
along with improving therapeutic environments and clinical approaches in existing 
residential program. 

VA, along with our partners, continues to make progress in prevention and treat- 
ment of homeless veterans. We firmly believe that one homeless veteran is too 
many. The brave men and women who have served and continue to serve deserve 
no less. 

Mr. Chairman, this concludes VA’s formal statement. We welcome the opportunity 
to respond to any questions you or Members of the Subcommittee may have. 


Prepared Statement of Ronald F. Chamrin, Assistant Direetor, 
Economic Commission, American Legion 

Mr. Chairman and Members of the Subcommittee: 

Thank you for this opportunity to submit The American Legion’s view on the De- 
partment of Veterans Affairs (VA) Grant and Per Diem (GPD) program. 

The Fiscal Year (FY) 2006 Department of Veterans Affairs Community Homeless- 
ness Assessment, Local Education and Networking Groups (CHALENG) report esti- 
mates that there are nearly 200,000 veterans that are homeless at any point in 
time. According to the February 2007 Homeless Assessment Report to Congress 
(U.S. Department of Housing and Urban Development 2007), veterans account for 
19 percent of all homeless people in America. 

Since 2001, approximately 300,000 servicemembers are becoming veterans every 
year. This large influx of veterans, some of whom have high risk factors of becoming 
homeless, is unnerving. The mistake in incorrectly failing to recognize the increase 
in homelessness amongst Vietnam veterans in the late 1970’s and early 1980’s can- 
not be made again. 

According to the Urban Institute report in relation to the 1980’s spike in homeless 
veterans (Homelessness: Programs and the People They Serve, Findings of the Na- 
tional Survey of Homeless Assistance Providers and Clients): “. . . some observers 
felt that the problem was a temporary consequence of the recession 1981-1982, and 
would go away when the economy recovered, while others argued that the problem 
stemmed from a lack of affordable housing and that homeless clients were simply 
a cross section of poor Americans.” This 2000 study stated that of current homeless 
veterans: “21 percent served before the Vietnam era (before August 1964); 47 per- 
cent served during the Vietnam era (between August 1964 and April 1975); and 57 
percent served since the Vietnam era (after April 1975). Many have served in more 
than one time period.” 

In order to prevent a national epidemic of homeless veterans in the upcoming 
years, measures must be taken to assist those that are chronically homeless. Steps 
must also be taken to prevent the future homelessness of veterans and their fami- 
lies. 

Therefore, The American Legion strongly supports funding the Grant and 
Per Diem Program for a 5-year period (instead of annually) and supports 
increasing the funding level to $200 million annually. 

The American Legion Homeless Veterans Task Force 

The American Legion coordinates a Homeless Veterans Task Force (HVTF) 
amongst its 55 departments. Our goal is to augment existing homeless veteran pro- 
viders, the VA Network Homeless Coordinators, and the Department of Labor’s 
Homeless Veterans Reintegration Program (HVRP), Veterans Workforce Investment 
Program (VWIP), Disabled Veterans Outreach Personnel (DVOPs) and Local Vet- 
erans Employment Representative (LVERs). In addition to augmentation, we then 
attempt to fill in the gaps where there is no coverage. Each of The American Le- 
gion’s Departments contains an HVTF Chairman and an employment Chairman. 
These two individuals coordinate activities with The American Legion’s local posts 
within their state. The three-tiered coordination of these two chairmen and numer- 
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ous local posts attempt to symbiotically assist homeless veterans and prevent future 
homelessness. 

The American Legion has conducted training with the assistance of the National 
Coalition for Homeless Veterans (NCHV), DOL-VETS, Project Homeless Connect, 
and VA on how to apply for Federal grants in various assistance programs, most 
notably the “Stand Down” and Grant and Per Diem programs. It is our goal to as- 
sist the Grant and Per Diem program by enabling individual posts and homeless 
providers to use The American Legion as a force multiplier. We may not have the 
job-specific expertise in the fields of social work and mental health, but we do have 
2.7 million volunteers with an impressive network of resources within their commu- 
nities. 

The American Legion augments homeless veteran providers with transportation, 
food, clothing, cash and in-kind donations, technical assistance, employment place- 
ment, employment referral, claims assistance, veterans’ benefits assistance, and in 
some cases housing for homeless veterans. The American Legion department service 
officers are accredited representatives that assist homeless veterans with their VA 
compensation and pension claims, and are fierce advocates for assuring that all VA 
benefits are afforded to the unfortunate homeless veterans that they may encounter. 

Potential Homeless Veterans of Operation Enduring Freedom (OEF) and 
Operation Iraqi Freedom (OIF) 

OEF/OIF veterans are at high risk of becoming homeless. Combat veterans of 
OEF/OIF and the Global War on Terrorism (GWOT) in need of assistance are begin- 
ning to trickle into the nation’s community-based veterans’ service organizations’ 
homeless programs. Already stressed by an increasing need for assistance by post- 
Vietnam Era veterans and strained budgets, homeless services providers are deeply 
concerned about the inevitable rising tide of combat veterans who will soon be re- 
questing their support. 

Since 9/11, over 800,000 American men and women have served or are serving 
in a war zone. Rotations of troops returning home from Iraq are now a common oc- 
currence. Military analysts and Government sources say the military deployments, 
then the reintegration of combat veterans into the civilian society, is unlike any- 
thing the Nation has experienced since the end of the Vietnam War. 

The signs of an impending crisis are clearly seen in VA’s own numbers. Under 
considerable pressure to stretch dollars, VA estimates it can provide assistance to 
about 100,000 homeless veterans each year, only 20 percent of the more than 
500,000 who will need supportive services. Hundreds of community-based organiza- 
tions nationwide struggle to provide assistance to as many of the other 80 percent 
as possible, but the need far exceeds available resources. 

VA’s HCHV reports 1,049 OEF/OIF era homeless veterans with an average age 
of 33. HCHV further reports that nearly 65 percent of these homeless veterans expe- 
rienced combat. Now receiving combat veterans from Iraq and Afghanistan daily, 
VA is reporting that a high percentage of those casualties need treatment for mental 
health problems. That is consistent with studies conducted by VA and other agen- 
cies that conclude anywhere from 15 to more than 35 percent of combat veterans 
will experience some clinical degree of PTSD, depression or other psychosocial prob- 
lems. 

Homeless Women Veterans and Children 

Homeless veteran service providers’ clients have historically been almost exclu- 
sively male. That is changing as more women veterans, especially those with young 
children, are seeking assistance. Access to gender-appropriate care for these vet- 
erans is essential. 

The FY 2006 VA CHALENG (Community Housing Assessment, Local Education 
and Networking Group) report states, “Homeless providers continue to report in- 
creases in the number of homeless veterans with families (i.e., dependent children) 
being served at their programs. Ninety-four sites (68 percent of all sites) reported 
a total of 989 homeless veteran families seen, with Los Angeles seeing the most 
families (156). This was a 10 percent increase over the previous year of 896 reported 
families. Homeless veterans with dependents present a challenge to VA homeless 
programs. Many VA housing programs are veteran-specific. VA homeless workers 
must often find other community housing resources to place the entire family — or 
the dependent children separately. Separating family members can create hard- 
ship.” 

To assist women and veterans with families, The American Legion sup- 
ports adequate funding for all domiciliary programs for all qualified vet- 
erans. 
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VA Homeless Providers Grant and Per Diem Program Reauthorization 

In 1992, VA was given authority to establish the Homeless Providers Grant and 
Per Diem ProOTam under the Homeless Veterans Comprehensive Service Programs 
Act 1992, Public Law 102-590. The Grant and Per Diem Program is offered annu- 
ally (as funding permits) by VA to fund community agencies providing service to 
homeless veterans. VA can provide grants and per diem payments to help public 
and nonprofit organizations establish and operate supportive housing and/or service 
centers for homeless veterans. There was an initial lag in the congressional author- 
ization and appropriations for this program that delayed the delivery of funding 2 
years after the initial legislation passed and only 15 grants were awarded. We have 
observed that the staff of the program has been working diligently and should be 
commended, but the central office staff could use additional members to expand the 
program to reach even more participants. 

The current level of 300 programs and 8,000 beds is not enough to assist 200,000 
homeless veterans. Reports of an additional 3,000 beds to come into service as soon 
as needed construction, renovation or repairs have been completed will bring the 
total to 11,000 or about 5 percent capacity of all homeless veterans. 

Funds are available for assistance in the form of grants to provide transitional 
housing (for up to 24 months) with supportive services. Funds can also be used for 
supportive services in a service center facility for homeless veterans not in conjunc- 
tion with supportive housing, or to purchase vans. VA can provide up to $31.30 for 
each day of care a veteran receives in a transitional housing program approved 
under VA’s Homeless Providers Grant and Per Diem (GPD) Program. This token 
amount is far too little to fully assist a single veteran. Finally, all providers must 
justify that their costs are attributed to veterans. 

The American Legion is concerned with the ebb and flow of the homeless veteran 
population and assert that measures should be enacted that allows a provider to al- 
ways maintain a space for a homeless veteran. Due to the transient and drifting 
nature of chronically homeless veterans, seasonal weather changes (allowing more 
homeless veterans to venture outside), and other factors, there are periods when 
GPD providers may have an empty bed. If a provider has an empty space dedicated 
for a homeless veteran under the program and (due to factors out of their control) 
a bed remains empty for a period of time, they have occasional difficulty justifying 
the grant and therefore may be penalized. However, there are many instances in 
which a random appearing homeless veteran requires their assistance and a bed 
must always be ever ready. 

Unfortunately, we have observed that many homeless veteran providers choose 
not to apply for funding from this program due to difficult mechanisms. As stated 
above, the accounting process required for reimbursement is in constant flux during 
the year and the strain of accurately reporting is laden on small community-based 
providers. Additionally, there are other Federal programs that can provide monetary 
assistance to homeless veterans, yet the GPD does not allow these funds to be used 
as a match for VA programs. This often discourages participation. However, other 
Federal programs do allow VA funds to be used as a match. VA’s GPD program re- 
quires unique flexibility due to the nature of the funding, homeless veteran pro- 
viders, and homeless veterans. 

VA reports success in their performance measures to increase access and avail- 
ability to both primary health care and specialty care within 30 and 60 days. Short- 
term assistance (30 and 60 days) is imperative in order to prevent chronic homeless- 
ness. Many times, a veteran may be in transition due to loss of a job, a medical 
issue, poor finances, or some other factor and only requires a short-term transitional 
shelter that can be provided by the GPD program. In FY 2006, VA reported that 
they provided transitional housing services to nearly 15,500 homeless veterans and 
expects to assist 18,000 veterans for FY 2007. It is imperative that these numbers 
continue to increase and be adjusted to meet demand; the consequences will be a 
stagnant, steady number of homeless veterans rather than a decrease of the number 
of homeless veterans. 

Departments of Housing and Urban Development — ^Veterans Affairs Sup- 
portive Housing (HUD-VASH) Homeless Program 

The American Legion advocates for increased funding for the Grant and Per Diem 
program and recently adopted a resolution to require mandatory funding for the De- 
partments of Housing and Urban Development (HUD)-Veterans Affairs (VA) Sup- 
portive Housing (HUD-VASH) Homeless Program. 

The American Legion supports funding for vouchers for the HUD-VASH Program 
be set aside and transferred to the Secretary of the Department of Veterans Affairs 
from amounts made available for rental assistance under the Housing Choice 
Voucher program. The Homeless Veterans Comprehensive Assistance Act of 2001 
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(P.L. 107-96) codified the HUD-VASH Program, which provides permanent housing 
subsidies and case management services to homeless veterans with mental and ad- 
dictive disorders. Under the HUD-VASH Program, VA screens homeless veterans 
for program eligihility and provides case management services to enrollees. HUD al- 
locates rental subsidies from its Housing Choice Voucher program to VA, which then 
distributes them to the enrollees. A decade ago, there were approximately 2000 
vouchers earmarked for veterans in need of permanent housing. Today, less than 
half that amount is available for distribution. 

The Veterans Benefits, Health Care, and Information Technology Act of 2006, P.L 
109—461, re-authorizes appropriations for additional rental assistance vouchers for 
veterans. In FY 2007, there will be 500 vouchers available for veterans and in- 
creased to 2,500 by FY 2011. At a time when the number of homeless veterans on 
any given night is approximately 200,000, the need for safe, affordable, and perma- 
nent housing is imperative. The Senate passed its fiscal 2008 Transportation-Hous- 
ing spending bill (HR 3074) that funds programs at the Department of Transpor- 
tation and the Department of Housing and Urban Development. 

The House FY 2008 Transportation, Housing and Urban Development, and Re- 
lated Agencies (THUD) appropriations bill, H.R. 3074, which passed the House on 
July 24, includes funding for incremental vouchers, specifically targeted to the non- 
elderly disabled population and homeless veterans. The bill provides $30 million for 
these vouchers. Of the incremental vouchers provided, 1,000 vouchers are to be pro- 
vided for homeless veterans, in accordance with the HUD-VASH Program. 

The Senate recently passed the THUD appropriations bill, which provides $75 
million for new vouchers for the HUD-VASH Program. Funding, if enacted, should 
be sufficient to provide assistance for 6,000 vouchers affecting approximately 8,000 
to 10,000 homeless veterans. 

Census of Homeless Veterans 

The VA CHALENG program, NCHV, HUD and numerous homeless veteran pro- 
viders have all collaborated to make rather accurate estimates on the number of 
homeless veterans on the street each night. This number, approximately 200,000 
each night, is a travesty. Because of the numerous systems in place to attempt to 
count the number of homeless veterans, additional funding should be directed to 
programs assisting and preventing homeless veterans and not entirely to assist a 
census program in counting homeless veterans. Funding would be better spent on 
programs and not just exclusively on counting. 

CONCLUSION 

The Homeless Grant and Per Diem program is effective and should be continued 
but augmented with HUD-VASH Program vouchers. With 300,000 servicemembers 
becoming veterans each year and the increased visibility and outreach of all veteran 
programs administered by VA, the availability of transitional housing must be in- 
creased. Our observations have shown that when the GPD program is allocated 
money, they are successful in distributing grants and administering their program 
and are only limited by the total dollar amount of funds available. 

The American Legion looks forward to continue working with the Subcommittee 
to assist the nation’s homeless veterans and to prevent future homelessness. Mr. 
Chairman and Members of the Subcommittee, this concludes my testimony. 
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POST HEARING QUESTIONS AND RESPONSES FOR THE RECORD 

Committee on Veterans’ Affairs 
Subcommittee on Health 
Washington, DC. 
October 5, 2007 


Honorable Gordon Mansfield 
Acting Secretary 

U.S. Department of Veterans Affairs 
810 Vermont Avenue, NW 
Washington, DC 20420 

Dear Secretary Mansfield: 

On Thursday, September 27, 2007, Peter Dougherty, Director, Homeless Veterans 
Programs, testified before the Subcommittee on Health on the U.S. Department of 
Veterans Affairs (VA) Homeless Grant and Per Diem program. In September 2006, 
the VA Office of Inspector General (OIG) issued a report. Evaluation of the Veterans 
Health Administration Homeless Grant and Per Diem Program. The Government 
Accountability Office (GAO) also conducted a review in 2006. As a follow-up to the 
hearing and the reports, I request that Mr. Dougherty respond to the following 
questions in written form for the record: 

1. Has VA evaluated the benefits of establishing a centralized office of appro- 
priately trained staff that conduct and ensure the quality of financial assess- 
ments of GPD providers? If so, what were the results of the evaluation? 

2. Have GPD program staff received training that explains the difference between 
donations and discounts and emphasizes that provider funding can include na- 
tions but cannot include discounts received when purchasing goods or services? 
How is this training translated to the field? 

3. The IG report recommended that the Under Secretary for Health review the 
financial oversight of GPD providers to ensure that per diem rates are accu- 
rately established and incurred cost reviews are properly conducted. VHA 
agreed to address this issue by obtaining an advisory and assistance contractor 
to review existing policies and procedures and to make recommendations to im- 
prove policies and procedures and financial oversight of the GPD program. 
What is the status of the contractor’s review and what are the preliminary 
findings and recommendations? What specific steps have been taken to im- 
prove financial oversight of the program? The target date for full implementa- 
tion of the recommendations of the contractor is January 2008. Will this date 
be met and if not, why and what is the new target date? 

4. Of the 122 GPD Liaison positions that were funded, how many positions are 
currently filled? When will the remaining positions be filled? What are the spe- 
cific responsibilities of the GPD Liaisons and has the Handbook been revised 
to reflect these responsibilities? What specific training do the liaisons receive 
and have they all been trained? How does VA measure the effectiveness of the 
training? 

5. Of 21 full-time Network Homeless Coordinator positions that have been fund- 
ed, how many are currently filled? When will the remaining positions be filled? 
What are the specific responsibilities of the Network Homeless Coordinators? 
How has VHA specifically revised inspection procedures to ensure that GPD 
providers receive timely feedback on the inspection and management of their 
programs? 

6. The September 2006 GAO report. Homeless Veterans Programs Improved Com- 
munications and Follow-up Could Further Enhance the Grant and Per Diem 
Program, made the following two recommendations: (1) To aid GPD providers 
in better understanding the GPD policies and procedures, we recommend that 
VA take steps to ensure that its policies are understood by the staff and pro- 
viders who are to implement them. (2) To better understand the circumstances 
of veterans after they leave the GPD program, we recommend that VA explore 
feasible and cost-effective ways to obtain such information, where possible 
using data from GPD providers and other VA sources. What actions has VA 
taken to respond to these recommendations? 

The attention to these questions by the witnesses is much appreciated, and I re- 
quest that they be returned to the Subcommittee on Health no later than close of 
business, 5:00 p.m., Friday, November 2, 2007. If you or your staff have any ques- 
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tions, please call Dolores Dunn, Republican Staff Director for the Subcommittee on 
Health, at 202-225-3527. 


Sincerely, 


Jeff Miller 
Ranking Member 


Questions for the Record 
Hon. Jeff Miller, Ranking Republican Member 
Subcommittee on Health 

House Committee on Veterans’ Affairs 
September 27, 2007 

VA Homeless Grant and Per Diem Program 

Question 1: Has VA evaluated the benefits of establishing a centralized office of 
appropriately trained staff that conduct and ensure the quality of financial assess- 
ments of GPD providers? If so, what were the results of the evaluation? 

Response: The Department of Veterans Affairs (VA) has hired a contractor to 
evaluate the benefit of establishing a centralized office and to evaluate other initia- 
tives that can improve the providing of per diem pa 3 Tnents. The recommendations 
provided through the contractor will address whether centralization of per diem rate 
determinations is beneficial and, if so, recommendations would follow regarding the 
resources required to make these per diem determinations in accordance with regu- 
lations and statute. This evaluation should be completed in December 2007. 

Question 2: Have GPD program staff received training that explains the dif- 
ference between donations and discounts and emphasizes that provider funding can 
include donations but cannot include discounts received when purchasing goods or 
services? How is this training translated to the field? 

Response: VA does not provide training to the Grant and Per Diem (GPD) pro- 
gram staff on the difference between donations and discounts, as VA clinical staff 
are not required to understand these differences. VA has hired and relies on an 
auditor to makes determinations on GPD capital invoices submitted for reimburse- 
ment. Included as part of the auditor’s review is whether the required match for 
capital expenditures is a donation or discount. Providers are required to call the 
auditor to participate in budget reviews before capital funds are requested; informa- 
tion regarding donations and discounts is given to the provider at that time and the 
auditor advises providers accordingly. It is a concept that VA’s auditor and the 
grantees billing VA must understand. Grantees are to participate in budget reviews 
before capital funds are requested. We feel that it is far more effective to consolidate 
the information from a single source rather than have hundreds of VA employees 
respond to inquiries. 

Question 3: The IG report recommended that the Under Secretary for Health re- 
view the financial oversight of GPD providers to ensure that per diem rates are ac- 
curately established and incurred cost reviews are properly conducted. VHA agreed 
to address this issue by obtaining an advisory and assistance contractor to review 
existing policies and procedures and to make recommendations to improve policies 
and procedures and financial oversight of the GPD program. What is the status of 
the contractor’s review and what are the preliminary findings and recommenda- 
tions? What specific steps have been taken to improve financial oversight of the pro- 
gram? The target date for full implementation of the recommendations of the con- 
tractor is January 2008. Will this date be met and if not, why and what is the new 
target date? 

Response: Recommendations under the advisory and assistance contract are 
pending. The contractor initiated work during October 2007, and continues to evalu- 
ate the feasibility of various methods that could ensure that per diem rates are ac- 
curately established and incurred cost reviews are properly conducted. It is expected 
that the target date for implementation of the recommendations will be met; how- 
ever, full implementation may depend on the extent of the additional resources 
needed. VA has taken specific steps to increase the likelihood of the accuracy of per 
diem rate determinations by standardizing forms and allowing providers to input 
data on the Internet. 

Question 4: Of the 122 GPD Liaison positions that were funded, how many posi- 
tions are currently filled? When will the remaining positions be filled? What are the 
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specific responsibilities of the GPD Liaisons and has the Handbook been revised to 
reflect these responsibilities? What specific training do the liaisons receive and have 
they all been trained? How does VA measure the effectiveness of the training? 

Response: Presently 111 of the 122 funded GPD liaison positions filled. The Vet- 
erans Health Administration (VHA) is recruiting for the remaining vacancies. The 
GPD liaison is responsible for: providing services to, and oversight of, the GPD-fund- 
ed community-based programs; verifying the veteran status and eligibility of pro- 
gram participants and verif3dng admission and discharge dates of program partici- 
pants; collecting and submitting GPD-funded program participant data; complying 
with criminal conflict of interest laws and Executive Branch Standards of Conduct; 
and providing oversight of GPD-funded program participants’ care. The responsibil- 
ities of the GPD liaison are reflected in the VHA Handbook 1162.01 (Grant and Per 
Diem Program Handbook) which has been revised and was published August 8, 
2007. 

VHA provides face-to-face training to GPD liaisons. During fiscal 2007 two such 
training sessions were provided. VHA also developed an online training program for 
GPD liaisons which provides information about the GPD program and the role and 
responsibility of the liaison. The effectiveness of liaison training is evaluated 
through post-training surveys and by follow up activities conducted by VA Employee 
Education Service. 

Question 5: Of 21 full-time Network Homeless Coordinator positions that have 
been funded, how many are currently filled? When will the remaining positions be 
filled? What are the specific responsibilities of the Network Homeless Coordinators? 
How has VHA specifically revised inspection procedures to ensure that GPD pro- 
viders receive timely feedback on the inspection and management of their programs? 

Response: All 21 of the full-time network homeless coordinator positions have 
been filled. Each network homeless coordinator has Veteran Integrated Services 
Network (VISN)-level responsibility for oversight and monitoring of the GPD pro- 
grams in their VISN. The responsibilities of the network homeless coordinator in- 
clude; participating in the initial and annual inspections of GPD-funded programs; 
reviewing copies of the completed initial and annual re-inspections in the VISN, and 
ensuring completeness; reviewing the medical centers’ plans of correction that have 
been developed as a result of inspection deficiencies noted in GPD-funded programs 
and tracking follow-up activities associated with the deficiencies; ensuring the an- 
nual re-inspections of GPD-funded programs are submitted timely and in the proper 
format and are reviewed and approved by the VA Medical Center Director; for- 
warding reports regarding the status of each inspection package for their VISN; en- 
suring GPD-funded community programs are monitored and evaluated as prescribed 
by established protocols; working with GPD liaisons and medical center quality 
management staff to develop risk management and reporting systems for GPD-fund- 
ed programs; reviewing GPD critical incidents and initiating appropriate investiga- 
tion and follow-up activities in collaboration with the medical center; providing reg- 
ular reviews of &PD liaison clinical and administrative documentation to ensure 
compliance with GPD policies and procedures; monitoring liaison follow-up of GPD- 
funded program clinical care and administrative issues; providing support, guidance, 
and advice to GPD liaisons. 

VA has revised the GPD Handbook to include a policy that GPD liaisons are re- 
quired to provide the final inspection report to the GPD provider. Under the new 
procedures the finalized inspection form will be signed by both the GPD liaison and 
GPD provider. 

Question 6: The September 2006 GAO report, Homeless Veterans Programs Im- 
proved Communications and Follow-up Could Further Enhance the Grant and Per 
Diem Program, made the following two recommendations: (1) To aid GPD providers 
in better understanding the GPD policies and procedures, we recommend that VA 
take steps to ensure that its policies are understood by the staff and providers who 
are to implement them. (2) To better understand the circumstances of veterans after 
they leave the GPD program, we recommend that VA explore feasible and cost-effec- 
tive ways to obtain such information, where possible using data from GPD providers 
and other VA sources. What actions has VA taken to respond to these recommenda- 
tions? 

Response: The GPD program has initiated a number of actions to help ensure 
policies are understood by staff and providers. GPD liaison face-to-face training ses- 
sions were held in March and August of 2007. These 2-day training sessions in- 
cluded an overview of the GPD program, the rules and regulations, and monitoring 
and inspection procedures. Additionally, monthly conference calls were conducted 
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with liaisons through 2007. The minutes of these calls were placed on the GPD liai- 
son Web page. Web-based liaison training was developed and is currently available 
nationally, and a new VHA Handbook was published and distributed to VA network 
homeless coordinators and GPD liaisons. Additionally, the GPD liaison Web site was 
revised and expanded to include, along with the regulations, handbooks and legisla- 
tion, template letters, and guidance on reviewing scope and site changes. 

Providers’ conference calls were held for the “new grant awardees” (January, Feb- 
ruary, and June 2007) and for current operational programs (December 2006, June 
and August 2007). A Providers Web Page was developed and is currently posted on 
the Internet. The Web site includes revised capital grant and per-diem-only grant 
recipient guides, conference call minutes, program rules and regulations, methods 
for calculating per diem rates, relevant public laws, and links to other helpful Web 
sites. 

VA has invested in a total of nine outcome studies of its homeless programs, five 
of which are either under analysis or currently collecting data. We have completed 
three outcome studies of our homeless programs which consistently showed 60-80 
percent of veterans housed at 8-12 month follow-up. In addition, we have completed 
data collection on four outcome studies of homeless programs involving 2,500 home- 
less veterans that include follow-up of veterans after completion of the program. Fi- 
nally, two additional programs are underway, one evaluating a critical time inter- 
vention, and the other, outcomes for women’s programs. Together, these programs 
represent an investment of several million dollars in evaluating and improving out- 
comes. 

VA believes that the most feasible and cost-effective approach to understanding 
the circumstances of veterans after they leave the GPD program would be to com- 
plete analysis of these data that have already been collected and to determine the 
best approach to further data collection on the basis of the analysis of data already 
collected. Once on-going studies and analyses are completed, VA would have more 
information to make evidence-based decisions on whether to narrow the direction of 
follow up or, as suggested in the report, use more broad parameters such as infor- 
mation from existing data bases. While these efforts are in progress, we will explore 
the feasibility, limits, and utility of using existing health care performance measures 
and quality indicators, stratified on the basis of previous participation in homeless 
programs as a way to evaluate its continued engagement in health care. 
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